is necessory, pieose exe 


If ony 


te should be executed within 24 hours ofter death. 


P 


lin Item 18. Give Poges 1}, 2, and 3 to the funer 


Poge 4 should 


ector. 


ge 5 moy be retained for your__ ies. . 
File pages 1 ond 2 with the registror prior to burial, ¢remotion, 


in penci 
jiner’s Office olong with farm PM3. Po; 


TO FUNERAL DIRECTOR: Poge 3 should be used os © buriol-tronsit permit. 


5M 9 


. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3994 
4055 MEDICAL EXAMINER’S CERTIFICATE OF DEATH v 


Reg. Dist. No. 

1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceared lived. If Institution: Residence before admission) 

°. ©. STATE b. COUNTY 

- Allega MARYLAND Maryland Allevany 
b, CITY OR TOWN (it ovtiide corporote fimin, write RURAL c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
‘ond give neoret! town) f) *} 
Cumberland lL Day é umberland 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street oddress) 74. STREET ADDRESS 15 RESIDENCE 
612 Elm e _ 222 Ghariee Stree yvesQ) NOft 

3. NAME OF i i 4. DAT 

ee DATE Month Doy Year 

(ipa ore) John Hunter Bittne hina Ss 9 60 

OLOR OR RACE |7. MARRIED [] NEVER MARRIED [RJ] B. DATE OF BIRTH 9. AGE |In yeos [IFUNDER 1YEAR] IF UNDER 24 HRS. 
7 ae Min. 
White wipowen [] pvorceo ff] | July 3,1913 yn. pal 
109; USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY [1 BIRTHPLACE (Stote or foreign county} 2. CITIZEN OF WHAT COUNTRY? 
Wi during most of warking life, even if retired) 4 
Clerk = U,S.A. lreserve cente Maryland US Ae 
1 A113, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
_— John T, Bittner Eva Jeannette Trimble 
1S. WAS DECEASED EVER IN U, S. ARMED FOR . iz. ae =eMas 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? [16. = acl NO. ]17. INFORMANT 222 eCharles Street, 
Yes Wi 21-05-6165 | Névin T, Bittner Cumberlan a 


INTERVAL BETWEEN 
ONSET ANO DEATH 


dde 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o) 


DUE TO 
40.9 of, i Coronary Sclerosis 


gove rise ta immediate coure 


{a}, stating the underlying( DUE TO 
cause last. (e). 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
‘ORMI 
yest] noi] 
0c, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port It of item 9B.) 


PRIMARY CL] ar CONTRIBUTING 1 
CAUSE OF DEATH. 


20c. TIME OF INJURY —— Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY {Home, farm, | 20f. (City or town) {County} (Stote) 
Hour 9. m. While Nat while factary, street, affice bldg., etc.) | 
pm. 19 at work [7] at wark [7] ' 


21. I certify that | took charge of the remains described abave, held an Autopsy [_], Inspection [A Inquiry [A ond find that 
death resulted from: Natural causes Accident [], Suicide J, Hamicide (1. Undetermined cause []. 


* Va oe 


MEDICAL CERTIFICATION 


DATE SIGNED 


ip, CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER [7] 


3 : : 

@ Name) Benedict Skitarelic, M.D. DEPUTY MEDICAL EXAMINERE April 17, 1960 

~ 2a. oe Serato ‘2b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or caunty) (Stote) 
pecil 2 . nr 

: Buri u/ 20/60 Hillcrest Burial P Cumberland Marylan 


x 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S bo pe 
VS. AUSME(S} 
p > <y Ruth BE. Silcox Cumberland lary. pare APR 1 9 60 Cae: 


\ 


1 bs MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
' NF; CERTIFICATE OF DEATH 


3995, 


Reg. Dist. No. 


7 

3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If insiution: Residence before odmission) 

3 2. @. b. COUNTY 

“32 N an soloed Maryland Allegany 

= b, CITY OR TOWN [if oulide carporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IF outside corporote limits, write RURAL ond give nearest town) 

g q 

8 RURAL ond give nearest town) 9 days y; ut, § 

3 2 A bi avage 

5 3 Prostburg L vaers g 

2 4 d, NAME OF HOSPITAL (IF nat in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 

o = } OR INSTITUTION ON A FARM? 

PS 3 | yes [] No Qf 
& 2 

2 5 3. NAME OF Middl lost 4. DATE Month ¥ 

S aes DECEASED -s = OF te ae se 

S28 Ubelouens) Yu Blank cam April 9, 1960 9 

ze & 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED o B. DATE OF BIRTH a fepssindon IF UNDER 1 YEAR| IF UNDER 24 HRS. 

= * Min 

5 Pepi. See skate, en |, abosat, 1868 sey oe || 

3 12. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 
during most of warking life, even if retired) 


Housewife Rising Sun, Ma. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


h George A. Lewis Susan Pond 


EE WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
MS DEGEAEDEVER IN US. ABN FORCES? 
No __| 


Mrs. Erma J. Miller, Mt. Savage, Md. 


18. CAUSE OF DEATH [Enter only one couse Hine far (0), Ap), ond (cy) INTERVAL BETWEEN. 
PART {. DEATH WAS CAUSED BY: } sae 
‘ IMMEDIATE CAUSE (0} = 2 


ARMA \ 


x DUE TO 


USA 


hin 72 hours ofter death. 


Then please remave carbon papers. 


Conditi 
gove 


siite sium bio (ee iat 5 
couse (0), stoting the under- « W 
lying couse lost. ( Li SMewbigWe ae Le <has-Ory te 


. if ony, which bo 


is certificate has been signed by the attending physicion ond completely filled in by the funeral director, 


page 3 should be detached for use os the burial-transit permit. 


R ATTENDING PHYSICIAN: The law requires thot the death certificate be execu 


rs 
°o 
ei 3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO T: IAL DISEASE CONDITION GIVEN IN PART 1(0)[#4. WAS AUTOPSY 
z Q Se 
a O 5 yes] NOC] 
Gy = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE DOAN IUSMECCORED! {Enter noture of injury in Part Tor Part Il of item 1B.) 
BS & | OR CONTRIBUTING [] CAUSE OF DEATH 
E & [UF EITHER, NOTIFY MEDICAL EXA R) 
5 =z T - 
3 & |20c. TIME OF INJURY 20d. INJURY OCCURRED —_[20e. PLACE OF INJURY (Hame, form, | 20f. (Cily or town) _— (County) (Store) 
5 5 Hear ors [ey ae ei focloty, sree, office bldg, etc) | pe 
2 p.m. lat work (J.otwork (} 1 
$ 21. | certify that l,attended the deceased fram._____ 3 [ode ... 19GB, to. K£-. (See 19.4.2 that | last saw the deceased 
a olive on____£ Lp Mn NG ;- ond that deoth occurred ot. .G. 00 . trom the causes and on the dote stoted above. 
= = 
Ss 
a 
2 


ACTUAL 
SIGNATURE. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
hh G : 4h beithstty. trea 
tities LARA) 1. Ro ety O SoosmuirG AiD 


the registror prior to burial, cremation, or removal, ond in any event 


TO FUNERAL DIRECTOR: After thi: 


& a 220. BURIAL, Bate ‘7b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City. town, er county) (Stote) 
ote durial Apr.8,1940 St. George Lpiscopal yt, Savage, Maryland 
2 23- FUNBRAL DIRECTOR'S SIGNATUR' ADDRESS 2d4o. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


15M 10/57 


waa VY (ke ViewwesoW A dco, Hyndman, Pa. oare APR 1 1 '60 Cutten £ Minne 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 §3996 


= 


Z $056 _CERTIFICATE OF DEATH rere 
4 . Dist. No. 
ee. 83 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmision) 
@ £y SuCOUy Allegany MARYLAND "TE Maryland b cou’ Allegany 
= 3 b. gis a TOWN (lf aubide corporate Finis, write Tc. ENGTH OF STAY IN Tb €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Bociag pase 47 
3 Sz rland 11/17/58 2, Cumberland 
2 2fFf € d. ee {If not in hospital, give street oddress) d. STREET ADDRESS ©. is Tae 
oS bes . 
ees f / Allegany County Infirmary || ' 465 Independence Street | sO nom 
= 5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
3 {Type or print) Sophia Boekhouse | ven April 25, 19 60 
2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED BK | 8. DATE OF BIRTH 


9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
87 birthdoy} [Months] Doys | Hours] Min. 
yrs. 


é Female White [wow _ovoreoO | 9/20/1872 

a 100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Bk during most af working life, even if retired) 

* None - Domestic Own residence | Gumberland,Maryland | U. S. A. 

a Ih3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

8 

9 William Bockhouse Anna Walters 

e Fh aS eat iiaeaheiond voles SECURITY NO. INFORMANT P iat (0) «BOX 59 9 Adtreg umbe rland, Mae 
No, | None Allegany County Infirmary Records 

3 1B. CAUSE OF DEATH [Enter only one couse perp }» {b). snd (c).] a | INTERVAL BETWEEN 
es. c ONSET AND DEATH 
; PAR A AS Se riheak Ne, 2 ee akin é 

i 


wn) An, PS SO SS, Bite tl Paty ia 5 


gove rise to immediate 


DUE TO ; : A 
couse (0), stoting the under: 
lying cause lost. to ALD LE af 


ermit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


A. 5 Part Il, OTHER SIGNIFICANTSZONDITIONS CONTRIBUTING TQ DEATH 8T NOT RELATED TO THETERMIMALDISEASE CONDITION GIVEN IN PART 1(0)|19. arene i 
V S : 4 oA yes] NO 
= 200. ACCIDENT WAS_UNDERKVING DI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (JF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
a Hour oom, While Net while factory. street, office bldg., etc.) | 
, 3 lat work [7] ot wark 


_., and that death accurred at_______. _M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


‘OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


$ 


may be refained by the haspital ar attending physicion. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


Dr. James E. McLean 


PHYSICIAN'S 
NAME (Type) 


page 3 shauld be detached far use as the burial-transit 


a ‘70. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Q WOvAL KSeqeitn e 
uria 4/28/60 St. Luke's Cem. Cumberland, Md. 
2 7 as ek DIRECTOR'S ee arG C b land 2da. REC'D BY REGISTRAR ‘Dab. REGISTRARS SIGNATURE 
. Wayne George umbe n 
a se ‘ : Fland, Maryland joe apa 29°60) cana ¢ x 


cd 


wi 


4 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 A. after death. Page 4 


may be retained by the haspital ar attending physician. 


Pages 1 and 2 should be fj 


After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


page 3 shauld be detached for use as the burial-transit permit. Then please remave carban papers. 


the registrar priar ta burial, cremation, ar remaval, and in any event wit 


4 
° 

5 

a 

= 

™ a 
= 
are] 
o°Z 
xo2 
oro 
e F 
VS Al5 (4) 


a 
= 
a 
B 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
4106 — cEeRTIFICATE OF DEATH 33997 


Reg. Dist. No. 
2, ee (Where deceased lived. If institution: Residence before admissian) 


1. PLACE OF DEATH 
. COUNTY 


Affo MARYLAND oe P Z. &. COUNTY, 
yada Beka 
b. CITY OR TOWN Jf outside g6rporote limits, write c. LENGTH OF STAY IN 1b » CITY OR TOWN (If outside corporote limits, write RURAL“ond give rest town) 
RURAL ond give feorest town) or 
ae mn Ldays \X pyr Seve L. 

d. NAME OF HOSPITAL (If not in pitol, give street oddress) d. STREET ADDRESS. 0. 1S RESIDENCE 
A OR INSTITUTION ap ’ } ON A FARM? 
0G) LIVERS O Sau il ves [] NOR 

. NAME OF First Middle 4. DATE Month Day Yeor 


wao 


DECEASED | : . oH F 
{Type or print) D4? ey hee ‘s DEATH Zz r, 
5. SEX ; COLOR OR RACE |7. MARRIED] lip Ae 8. DATE OF BIRTH 9. AGE (fm yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


6. 
lost birthdoy) fF Months] Doys | H Min, 
VLA Le? wivoweo[} Divorced [1] | yrs. ci lie a 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE’ (Stote or foreign countsy} 12. CITIZEN OF WHAT COUNTRY? 


re _| 


18. CAUSE OF DEATH [Enter only one aa vA for (a}, (b), ond (c}. 


PART I. DEATH WAS CAUSED BY, YQ. 
IMMEDIATE CAUSE’{o} 


770 i DUE|TO 4 
Conditions, if ony, which o 


gove rise to immediote 
couse (o}, stoting the under- DUE TO 
lying cause lost. @ 


<€ . ‘4 

= during most of working life, even if retired) P 

3 2 ER. LL oF “7. 

o 13. FATHER'S NAME * 14, MOTHER'S M. EN NAME 

% 7) 2 ble ee yee x ee 

Zi d, Lag LYAR é Ce 

3 i WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT, Address f BL; FE U 
fs 

RS 

: 


Ae aie, lBreclges Faz Z y 


, INTERVAL BETWEEN 
Wr ONSET AND DEATH 


O a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT i" ELATED TO THETERMINAL DISEASE COWDITION GIVEN IN PART 1(0)| 19. MASA TO, 
6 
3 iil: @ 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRI8E HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
@& [OR CONTRIBUTING L] CAUSE OF DEATH 
© |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
G ]20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) (County) (Stote) 
3 Hour o.m. While Not while foctory, street, office bidg., etc.) | 
2 icc i A 
21. | certify ” 2, er ip V9. OMnhat | last saw the deceased 


alive an___| that death accurred of t 


HARICIANS, 141 K io Kr / fo) 
Td. LOCATION (City] town, or county) (Stote) 


220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) y 3 7. 
B a 4e7< Patricks Cemet M Sa Mi 


23. FUNERAL DIRECTOR'S SIGNATURE Dafer Fun¥8S1 Home 24a. REC'D BY REGISTRAR ‘2d4b. REGISTRAR'S SIGNATURE 
V4. we) Matec E. Main, Frostburg, lid Jo«aPR | 1 "60 Onthun £ 


QOCIAIEXVS 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
e/a 7; QE STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND J3 9 8) 8 


CERTIFICATE OF DEATH 


Yes, 00, oF unknown) | UF yes, give war or dotes of service) 


20-10-2276|/Mrs. Arnold Arnone, La Vale, Ma, 


1B. CAUSE OF DEATH [Enter anly one cause per line for (a), (b}. ond (c)-] 


PART I. DEATH WAS CAUSED BY: bo > F a 
IMMEDIATE CAUSE ia Aad Bete ce ee oGs c Cae thee 


Ly +S ¥ DUE TO 
Conditions it opf. which is Vrtecu Gn dretean ' 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


S 
FE Ll erate 2. fg Saget (Where deceased lived. If institution: Residence before admission) 
a - b, COUNTY 
‘4 _Allegany be ea) Maryland Garrett 
= b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
3 RURAL and give neorest town) > 
2 32 Frostbur 2 Months Frostbur Rt. 2 ) 
—=s 
2 8 ‘d. NAME OF HOSPITAL (If nat in haspitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
oO = O t } OR INSTITUTION ON A FARM? 
~w@ Fs Miner's Hospita yes NOTE 
5 3. NAME OF First Middle Last 4. DATE Month Doy Yeor 
- , DECEASED» OF 
33 yes eiesint George Edward Clark beard = April 18th, 19 60 
535 $. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE ip years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a lost "Be doy) [Months] Days | Hours] Min. 
2 WIDOWED Divorced [J ov, 12th 1879 yrs. 
¢ 10a. USUAL OCCUPATION (Give kind af work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ie or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during rieeey? life, even if retired) 
2 Glass Works Maryland USA 
i 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
& s 
z Edward A. Clark Emma Rossworm 23 
- 5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= 
> 
o 
“ 
mol 
2 
° 


a 
TO vosnliPs ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 }, 


= s: 
Ea gave rise to immediate 
ag couse (0), stoting the under- ( DUE TO 
se lying couse last. Ow ea tf Yet ty 
5 ae 
8 ra Paar I, OTHER Sannasaeoene ee — 1G TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19: TG UTOPSY 
Ee = o wee 
35 fk [Ss Zorn AKA eG No tog 
BE ) | © | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturefof injury in Port | or Port Il of item 1B.) 
Pals & | OR CONTRIBUTING L] CAUSE OF DEATH 
he © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
she g 
6585 & 20. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (tote) 
Pa 34 iy Hour a.m. Mile a Not while factory, street, affice bldg., veil 
sie Ed p.m. Jat work [_] at worl 
a50.8 f a i 2 
3 one 21. | certify that (1) @hisshespttal) attended the deceased fram. 4 lesb Zito: e _-, 19.8.©, that (I) (wey last 
2 A = 
eg 8 = saw the deceased alive an___*~7_--_ We 19.29 ond that death accurred ot LAN rn the causes and an the date stated abave. 
£63 £ 22a. SIGNATURE = é x 7 22b. DATE 
bog nwpere ¢ ’ he oe ATTENDING. MED. STAFF Af: D 
pss . . OPC LC M.D. | PHYS. TS_director C] PHys. 1 
26 38 Ne Peay 22d. ADDRESS 
243 ype) 
ez 28 H. C. Diehl tt 39.W. Main St.,Frostburg,M 
B38 230. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of count Stote! 
5 &2 EMOVAL (Specify) yy) (Stote) 
f=) ' 
ge fe Burfat” |4-20-60 _|F'be.Memorial Park. 
= 2 f) FUNERAL on TOR'S, SIGNATURE ‘ADDRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRARS sour 
VR AIS (4! ed 
15M 9740) Wiley Frostburg, Md ° DATE 


Mt ~ Y J 


is 


1 


a>. after death. Page 4 


.g physician and completely filled in by the funeral director, 


temove carbon papers. 


Poges 1 and 2 shauld be filed with 


within 72 haurs after death. 


signed by the ottendin 
Then pleose 


‘ansit permit. 


OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 


may be retained by the haspital ar attending physicion. 


is 
° 
S 
6 
> 
3 
S 
= 
v 
e 
i) 
3 
és 
ry 
& 
3. 
5 
e 
a) 
see 
BE 
os 
a 
= 
eS 
ae 
S55 
of 
ong 
em 
Re 
UG 
2 
££ 
g= 
32 
a] 
. 
2 
25 
ve 
38 
2a 
eS 
S48 
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an 
© 
ae 


s 
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3 
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4 
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2 
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TO HOSP 


4 
Ped 
=> 
La 
a 
<= 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND J a 9 i) g 
DEERE Our are 2TOTIAERESIORICE (WW tors deceased lived. If institution: Residence before admission) 
a, °. b. COUNTY 
MARYLAND 
Bi lle gan 
b. CITY OR TOWN (If outside corporote limits, write [c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) cay 
Frostburg 60 Years || © 
d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) jd. STREET ADDRESS e IS Wave a 
OR PEO { ON A FARI 
W. Main Street 60_W. Main ‘SENG 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED OF 
(Type or print) Elizabeth E, Cobey DEATH 27 19 60 
5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Months] Days Min. 


Female White wiooweo fy pworceoQ | Jan. 15th, 1876 ey eed 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE aa or foreign country} 
during most of aS life, even if retired) 


ousewife Own housework 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Alexander M. Earle Mary Ellen Burns 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 819 wiffaZor Road 5 


(Yes, no, or unknown) {lt yes, give war or dates of service) 
| None W. Earle 


ine for (a), (b), {c}.-] 


12. CITIZEN OF WHAT COUNTRY? 


15) ee 


18, CAUSE OF DEATH [Enter only one cause 


val |, DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE (a) 


ro DUE TO 
23 if@ny, which (bh Latino. 


gave rise to immediate 
cause (a), stating the under- 
lying cause last. 


INTERVAL BBT\ 
ONSET A’ 


FS Paar Il. OTHER SIGNIFICANT aon CONTRIBUTING JO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
= 
5 cekete 7 res) NOPE 
= [200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port II of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a ——————————————— 
& ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, es (City or town) (County) (State) 
5 eat wasnt Sie, | eatndkiie factory, street, office bldg., etc.) 
= p.m. 19 Jat work ([] at work 
21. | certify thot (I) (this hospitot “a the deceosed fro: tf. =f. Apel to LF 2)... WLC) thot (I) (we) lost 
sow the deceased olive on Jae 19_.@Oand that éoth occurredig 5 Bio om/fie couses ond on the date Stoted. above. 
Zo. SIGNATYR DATE 
a ATTENDIN MED. STAFF PSISNED 
M.D. | PHYS. oirector C)  PHYs. 1) 
2c. PHYSICIAN'S 22d, ADDRE: 
(Type} W. O MeL tt 
- 0. McLane 167 Street, Prostburg, Md. 
Bo. Big ion 23b, DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) 62 


Va. 


at” | 5-1-60 Arlington Natl.Cemetery, Arlington 
24, a RAL = (OR'S. SIGNATURE ADDRESS | 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
re Ae Lark Frostburg, Md. oaTMAY 3. 60 


Onthun £ Prana 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | 


4057 __ CERTIFICATE OF DEATH re AO 0 


|. PLACE OF DEATH 2. ee kag Sy {Where deceosed lived. If institutian: Residence befare admission) 
0. COUNTY 


Allegan pci Maryland » COUNTY Allegany 


b. CITY OR TOWN (If autside carporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest tawn) 


eS aoe neal ho days x Cumberland Rt.#1 Box #688 


d. NAME OF HOSPITAL (If nat in haspital, give street address) |. STREET ADDRESS: 
OR INSTITUTION hi 


Sacred Hea Hospital 


. NAME OF First Middle Lost 4. DATE Month 
DECEASED OF h 


{Type ar print) Wy Coleman BEAT 
5. SEX 6, COLOR OR RACE | 7. eon Se MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


t birthday) [ Manth: 73 
Male wiboweo [1] pivorceo [] 10~1-77 ' janths| Days | Hours | Min 


yrs 
10a, USUAL OCCUPATION capes kind ’ work oa KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking life, even if retired) s 
Retired b Pennsylvania U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


A. after death. Page 4 


Pages 1 and 2 shauld be filed with 


\\ 


George Coleman Malissa Hays 
15. WAS. DECEASED EVER IN U. §. ARMED FORCES? |1, JAL SECURITY NO. INFORMANT. 
Keio aie, ittnacase sesacsten |f ane Pt's chart. 


O a 6—1) x3 8 8 
18, CAUSE OF DEATH [Enter anly ane couse per line far (0), (b), and (c).} INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED 8 ‘ . ONSET ADA SERI 
IMMEDIATE cause () Congestive Heart Fai lure, chronic 10 _ days 
DUE TO 


Conditians, if ony, which Pulmonary Emphysema and Fibrosis Years 
gave rise ta immediate 
cause (a), stating the under- ( OUE TO 
lying couse lost. te) 
Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(a}| 19. Ate Ded cucs 
Median Bar Prostate Hypertrophy & Interstitial Cystitis; Pneumonitis yes K] NOC] 
20c. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature af injury in Part | ar Part II af item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) {Caunty) (State) 
Heoc. cea. While Nat while factary, street, affice bldg. etc.) ! 
pom. ie jot wark [] ot wark Hi 


21. | certify that | attended the deceased fram _Decembar ___, 1959_, toApril _ Sach -:, 1960, that | last saw the deceased 


alive on___Aprih 11th _ 5 1960. __, and that death accurred at_. 235k, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar tawn, state) DATE SIGNED 


hours after death. 


Address 


i oneal 


Then please remave carbon papers. 


MEDICAL CERTIFICATION. 


ACTUAL 
SIGNATURI 
PHYSICIAN'S. 
NAME (Type) WeDoerner, M.D. 
‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, ar caunty) eckinese 
REMOVAL (Specify) - 
h/ih/60 Mt Herman Cemetery Cumberland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR 2db. Mate 'S SIGNATI 
3) Chilen f Sone 


the registrar priar ta burial, crematian, ar removal, and in any event with 


page 3 should be detached far use as the burial-transit permit. 
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ety) yn \ Ruth B, Silcox Cumberland axy g DATE 


at 


4109 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


d4004 


Reg. Dist. No. 


1. PLACE OF DEATH 
vo. COUNTY 


MARYLAND 
gan 


b. CITY OR TOWN {If outside corporote limits, write | c, LENGTH OF STAY IN 1b 


2. Meat [ea Nhe {Where deceased lived. If institution: Residence before admission) 


b. COUNTY 


Maryland egan 
c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


>. after death. Page 4 


PART I.. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o). 


RURAL and give nearest town) 59 
@ 
Frostb 2 m as osth g 
d. NAME OF HOSPITAL (if not in hospital, give street address} ‘d, STREET ADDRESS e. tS RESIDENCE 
Sh eee / ON A FARM? 
air Street 51 Blair Street yes []_ NO 
a beat First Middle tost boi ie Manth Day Year 
(Type or print) OTIS ARTHUR COLEMAN DEATH 4 29 19 60. 
5, SEX 6. COLOR OR RACE 7. MARRIED LANEVER MARRIED [] | 8- DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
lost birthday) [Months] Doys | Hours] Min. 
M W wioowep [J vivorceo] | 4~19—1889 TL ys. 
ee 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
q during most of working life, even if retired) 
3 Re d_ Coal Min o2l_M Penna, U.S.A, 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
tb 
4 }_ Eman Margaret Hess 
|. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. WAL Rv . INFORMANT Add: Tr 
2 Hees Decree’ vente gies gece oes | Or SOCIAL SECURITY NO: ‘ lrostburg,Md. 
iS No _| "None 220-10-2110 Mrs, Mary 
: 18. CAUSE OF DEATH [Enter only one couse per line far (al, (6), ond (2) wed 


al DUE TO 
2 f only, which 


7 pee 


gave rise to immediote 
couse (a), stating the under- 
lying couse last. 


DUE TO : 
{c) 


The law requires that the death certificate be executed within 24 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{o) 


BANE) es WAS AUTOPSY 


PERFORME! 
Yes] NO 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port Il of item 18.) 


4 

e fo} 
3 
I 

re 200. ACCIDENT WAS UNDERLYING O 

& | OR CONTRIBUTING [) CAUSE OF DEATH 
© | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 
8 Hour 0. m. » While Nat while 
$ p.m. jot work [] ot work ([] 


, and that death accurred CZ 


21. | certify thay | attended the deceased fram,_/. 
alive an 2.6. 


OR ATTENDING PHYSICIAN, 


20e. PLACE OF INJURY (Home, ea 1204. {City or town) 
foctory, street, office bldg., etc.) 


(County) (Stote) 


page 3 shauld be detached far use as the burial-transit permit. Then please remave carban papers. Pages 1 and 2 shauld be filed with 


the registrar priar ta burial, cremation, ar remaval, and in any event w 


may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


(Stote) 


Mi 
2da. REC'D BY REGISTRAR 


y 5 60 


DATE 


ACTUAL 
SIGNATURE. 
PHYSICIAN'S 
2 NAME (Type) Uy f? 2] io 
& Yo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 
2 eed noee 5/2 /60 
2 23. ion DIRECTOR'S SIGNATURE fer, RF 
VS AIS (4 i ne. rs 
Nae Viouk £m <i, Main, PES ng tae 


ff MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ee CERTIFICATE OF DEATH ven. vid (02 


4 5 
a Wee De 
9 85 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
ues 0. COUNTY 0. STATE b. COUNTY 
3 ; : i 
= =8 Allegan Le, Maryland Allegany 
£35 b. CITY OR TOWN (IF outside corporote limits, write [¢. LENGTH OF STAY IN Ib ©, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 8 3 Riche ‘ond ae 02 c wetiend 
ee umberlan un a 
t2 3 3 d. NAME an ote (If not in hospitol, give street oddress) ‘ep STREET ADDRESS e Paes 
os =* OR INSTITU 
gn BS X ouisiana Ave, 527 Louisiana Ave ves] No 
—?—: 5 3. NAME OF First Middle Low 4. Date Month Dey Yeor 
2? aie . s 
* 268 ivegienierinn S EO. ALD CRAMBLITT | fm April 30 1960 
oS bet. 7 
£ ~ Oo 5. SEX COLOR OR A 7. MARRIED NEVER MARRIED oO B. DATE OF BIRTH AGE (in yee years |IF UNDER 1 YEAR! IF UNDER 24 HRS. 
= 22 birthdo; i Months| De H Mi 
Lac a Male an wivoweo I] otvorceD C) March 11,1878 er joy: | Hours | Min 
= e ‘a " Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 < 
3 88 3 during most of working life, even if retised) ie 2h 
So ved Retired ne iso B & O Rwy. Maryland ee 
3 o 8 ry 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
feces 
2 896 . - 
8 Ser Charles Cramblitt Eliza Rosebraugh 
2 Poe 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= oe {Yen no, oF unknown) NE yes, give wor or dates of service) “ . . 
5 S ) 2 AV 
SS No =| Mrs. Thomas Cramblitt 527 Louisiana e. 
££ DEE 
8 g8E™s 1B, CAUSE OF DEATH [Enter only one coure pssAtpd for (ol. (6). ond {ch} INTERVAL BETWEEN 
7. = ay PART I, DEATH WAS CAUSED BY: Cgc, 
as IMMEDIATE CAUSE (0), i HELe L 
Ss 22% ey DUE TO 
3 Hf x hs ‘ 
BS BSS Conditions, if ony, which ry Didrrarread 
1S. ie c o gove rise to immediote | ae 
£ 6. F 
Ss aS couse (0), stofing the undes- 
“ eae lying couse lost. {e) 
3 3 5 Z ra ar i. Ma bye fs a Nae CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} | 19. ps eae i 
DEBEG 2 LE, ore rot ae je 
22338 O|3 |\ZaeArertots SET NO 
roe s = | 200. ACCIBENT WAS_UNDERLYING []__ | 20b. DESCRIBE HOW Cap "i eof injury in Port Yor Port It of item 16.) 
2 bone & ] OR CONTRIBUTING [J CAUSE OF DEATH 
e2225 & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
2stes &G ]20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) {County} {Stole} 
weshs Ny 
eoleo ray Hour 0. m. White Not while foctory, street, office bldg., etc.) | 
Forse 2 ahs 19 fot work [] of work [J H 
#58 > 
Qos a < 21. | certify that Jottended the deceased from___ 4 L~/A  _F Sy neaoee 19. ot hat | last sow the deceased 
a a2 os 
8 = one = ae 19. at and that death occurred dt. nM, fram the sop and an the date stated abave. 
E os = we SS (Street, ae or tote}. DATE SIGNED 
<3G5. ACTUAL a) 
ape ss SIGNATURE. to. _ Utes gt ata eo TH 
O raza 
35 PHYSICIAN'S 
zie NAME (Type) W, F, Williams : 
Fa 3 oy so) 720. BURIAL, a 2b. DATE THEREOF ‘Z2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county] (Stote) 
Do. Baie ec ify] ‘4 
iene Ma Burial Par Cumberland, Md 
- 


NY 23. Pad DIRECTOR 'S SIGNATURE ADDRESS 24a, REC'D BY REGIST 2ab. REGISTRARS pISP AWE A 
ik: Mi Charles L. George Cumberland, Md. fos MAY 4 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


= 


by the funeral directar, 


Pages 1 and 2 shauld be filed with 


a Oiler desi Paget! 


d by the attending physicion and campletely filled 
Then pleose remave carban papers. 


CERTIFICATE OF DEATH 


v4003 


4059- 


. PLACE OF DEATH 
a. COUNTY 


ALLEGANY 


MARYLAND 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


MARYLAND B COUNTY ALLEGANY 


ae 


corporote limits, write | c, LENGTH OF STAY IN 1b 


"MARYLAND 2 DAYS 


. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest! tawn) 


>< (RURAL) FROSTBURG . 


d. NAME 
oR rch 


TE EWRAWICK AVE. 


e.IS egg d 


vee) nc NO so 


iis STREET ADDRESS 


ROUTE 2 


. NAME OF 
DECEASED 
(Type or print) 


First Middle 


ROY Ee 


Lost 4. DATE 


CROWE BeaTH 


Month Doy Yeor 


APRIL 29 4y 60 


5. SEX 
MALE 


6. COLOR OR RACE 


WHITE 


7. MARRIED [XJ NEVER MARRIED [1] 
wipowep [] 


Divorced (1) 


8. DATE OF BIRTH 


7-29-1892 “7 


9. AGE {In years 
‘ thoy) 


yt. 


iF UNDER | YEAR| IF UNDER 24 HRS. 
Months] Days | Hours | Min. 


10a, USUAL OCCUPATION (Give kind of work dane| 


se"RETIRED FARMER 


FARMING 


10b. KIND OF 8USINESS OR tg BIRTHPLACE (Stote or foreign country) 


FINZEL, MARYLAND 


13. FATHER'S NAME 


V4. MOTHER'S MAIDEN NAME 


THOMAS J. CROW: 


MOLLIE BALLAH 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Tes. no. oF unknown) | Ut yes, give wor or doles of ii =10 -9897 


IS. WAS DECEASED EVER IN U, S. ARMED FORCES? /16. SOCIAL SECURITY NO. 


17, INFORMANT 


MEMORIAL HOSPITAL 


Address 


CUMBERLAND, MARYLAND 


PART I. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (a). 


ome, 


Cohditions, if any, which 


gove rise to immediote 
couse (0), stating the under- 
lying couse lost. () 


INTERVAL BETWEEN 
ONSET AND DEATH 


puto i eurerelerle Grdrerertat CMeeert 


20a. ACCIDENT WAS_UNDERLYING 01 
OR CONTRIBUTING ( CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
yes not] 


/* DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port I! of item 18.) 
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TO HOS 


2 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. 
Hour 9. m. 


p.m. 


MEDICAL CERTIFICATION 


INJURY OCCURRED 


Not while 
‘ot work 


2e. PLACE OF INIURY (Home, form, | 20F. (City or town) 
foctory, street, office bldg. etc.) # 


(County) (Stote) 


2.1 certify that (I) (this aes | attended the even fram. 
saw the deceased alive an 


. 19.2% that (1) (we) last 


: Op that death accurred 09:01 Hom the causes cre an the date stated above. 


220. SIGNATURE 


ATTENDING MED. STAFF 
PHYS. Director [) _ PHYS. 


2%, DATE 
SIGNED 


ly pol Van Orpsr a 


DR. VAN ORMER 


ec. my, IAN'S 
NAME (Type) 


‘22d. ADDRESS 


747 WASHINGTON ST 


CUMBERLAND, MD 


230. BURIAL, CREMATION, 


Buriat” 


23b, DATE THEREOF 


5-2-60 


ac. NAME OF CEMETERY OR CREMATORY 


Johnson Cemetery 


24, FUNERAL DIRECTOR'S SIGIMATURE ADDRESS. 


Frostburg, Md. 


2Se. REC'D BY REGISTRAR 


pate MAY 4 "60 


23d. LOCATION (City, town, or county) 


Garrett Count; 


2Sb. REGISTRAR'S SIGNATURE 


(Stote) 


Md. 
Onthna & Maus 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
u 4110 = _ CERTIFICATE OF DEATH nentb QU4 


— 
; 


~ £ 
® oF 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 °. b.cOUNTY “>? /) /) 
“ree DLL SG pny marnano || RA RYL AN O CGkboa 
$ 3 b. CITY OR TOWN (If outside corporote limits, write LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 82 : Frostburg | X Low Adon ng 
< i. é é d. a eel (If not in hospitol, give street oddress) / d. STREET ADDRESS ° Beara 
o a fe) “, 
2 an Ql Riek s HO PLLEGany ST SO NOD 
a % oe 3. NAME OF First Middle lost 4. DATE ‘Month Day Yeor 
F DECEASED Ns e2e CUTTE ban fern At 19 bo 
a 
oO 
a 


6. COLOR OR RACE |7. MARRIED [x] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
lost bithdoy) ‘Months Hourill’s main: 


wipowep [1] Divorced [] Ma Y/7, 7/901 ys. | 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


¢ [CS odee mite Mpeye na D 
s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
SS | CHARLES DUCKWORTH wie MurPediy 
15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
TO ate er oy John Cutter Lonaconing, Md. 


INTERVAL BETWEEN 
ONSET a DEATH 


18. CAUSE OF DEATH [Enter only one couse per Ea for (0), (b), ond (c).] ‘Husband 


Then pleose remove corbon popers. 


The low requires thot the deoth certificote be executed within 241 


F PART |. DEATH WAS CAUSED &Y: a 
li IMMEDIATE CAUSE (0). TA L4 rm 
al DUE TO | . 
fax Conditions, if ony, which oh <s es > 
gove rise to immediote 
couse (0), stoting the under. ( OVE TO 
lying couse lost. (c} 
ra Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(0}|19. WAS AUTOPSY 
- sy. Ae fa FA PERFORMED? 
t 3S Sr he te aid fern trast ves] NOC 
B = 200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 18.) 
& ]OR CONTRIBUTING LI CAUSE OF DEATH 
U {UF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
ray Hour While Not while foctory, street, office bldg., etc.) | 
g lot work [] of work H 


21. 1 certify that | attended the deceased fram._2. L. | 194z,that | last saw the deceased 
alive an. Arse ae WGt_, ot that. death accurred at_/ Bar Vin _M, fran the causes and an the date stated abave. 


) ADDRESS (Street, city of town, stote) DATE SIGNED 
ACTUAL ( , 
SIGNATURE, LL AKA M/s M.D. 


PHYSICIAN'S 
NAME (Type] 


the registror prior to buriol, cremation, or removal, ond in ony event within 


poge 3 should be detoched for use os the buriol-tronsit permit. 


moy be retoined by the hospitol or ottending physicion. 2— 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottending physicion ond completely filled in by the funerol director, 


TO vos OR ATTENDING PHYSICIAN 


reo ae ‘Mb. b/24/ 0 [" ia) ae WSF’ a’ He Sry 2d. L TION nat CORA a Maison) 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D 8Y REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


George Eichhorn Lonaconing, Md. | ,,, APR 27 '60 


VS AIS (4) 
9/58 


Othua § asa 


z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


$3 s Reg. Dist, 
23 e 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Inslitulion: EONS. 
aa 5 Allegany marviano || “SE Maryland bcounry ga llegany 
Be z B CITY OR TOWN i cue cepurate Gin, wine ruta Te. LENGTH OF STAY INT |[ ¢. CRY OR TOWN (If ounide corporate limits, write RURAL ond give nearest town} 
Oo ow) 
3 3 Ralral Rive 51 soo. ||40Cumberland, 
gs s d. NAME OF HOSPITAL OR INSTITUTION (If not in hospilol, give sireet addres) ‘A. STREET ADDRESS © RESIDENCE 
ee x “213 Holland S 
$6 ) an est, yes [] NO 
5 end 3. NAME OF First Middle Lat 4. DATE Month Dey Year 
£ DECEASED F 
3ehe (ype oF penn HARRY LEE DEAN Sam April 15, 4960 
= Sp & 2 5. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED [J] 8. OATE OF BIRTH 9 AGES tin am FUNDER TEAR IF UNDER 24 HRS. 
parka Male White wipoweo(] so oworceof] | Aug. 16, 1944 sf ae prem Maa We 
Boo os 10g, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [1. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Ba Ba during most of working lite, even if relired) 
SSgR None, ( Student ) None Cumberland, Md. U.S.A. 
‘San? 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
skew * 
Band J Harry Lee Dean Hilda Taylor 
xe ge 1, WAS DECEASED EVER IN U; S. ARMED FORCES? 16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
Se inir ‘wor or dots f 
Este No, None Mrs. Hilda Dean 213 Holland St., Cumb.Md 
EOg 5 
2 ete 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c).} INTERVAL BETWEEN 
pets PART 1, DEATH WAS CAUSED 8Y: sphyxiati oe min. 
SES IMMEDIATE CAUSE (0) Asphyxiation 3m 
g§S= 3 x 
pic A DUE TO . : 
Ese Conditions, if ony, which e DEAKXKX Drowning 5 min 
= 3 o's gave rise to immediate coure DUE TO 
#2 eS toting th derlyi 8 * . 
383s COTY iis REID a Submerged ith automobile in stream 
s & 3 3 ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(a)/19. PERSE 
220R A, 8 ves 
ee ors g 
BE 3 ) = erp. CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. (Enlor nature of injury in Port oF Port Il of item 1B) 
re br “ 
Zy§2 | See ee Automobile went off road land into stream 
39a 8 § |20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED, 206. PLACE OF INIURY (Home, farm. 120F. (Cily or town) (Counly) {Stote) 
Beko ol S| Hour om. ‘ While, Not while d foctory. street, office bldg. etc) | 
ESS c = LE wi at work 
3222 21. I certify that | toak charge of the remains described abave, held an Autapsy O. Inspection . Inquiry x. and find that 
ups death resulted fram: Natural causes [J], Accident KJ, Suicide [], Homicide [], Undetermined cause [1]. 
S695 ‘\ 
Osek \ a 
og=e pees CHIEF MEDICAL EXAMINER BAe ee 
weca et, SIGNATU MO. o 
= 2a 
= 323 ASSISTANT MEDICAL EXAMINER [} 
Bate Nameiye) Benedict Skitarelic M. D. __ vepurymevicatexaminer PY Apjril 15, 1960 
3 : 33 = Wh. BURIAL, CREMATION, [22b. DATE THEREOF Tie. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) : (Siote) 
$ i ; : 
e°-e° Buriat” | 4/18/60 Hillcrest Burial Park Cumberland, Maryland 
\ 73, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS, do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs. AISME(S) H. Wayne George Cumberland, Md. ae ae ‘ 


88x 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
NEO CERTIFICATE OF DEATH nes. th) () 6 


ol 


S. SEX 6. COLOR OR RACE | 7. ae NEVER MARRIED [7] | 8, DATEOF oy 9. AGE (In yeors [IF UNDER ? YEAR] IF UNDER 24 HRS. 
IS g3 tt bisthdoy) |Months] Doys | Hours] Min. 
Female Negro wipoweD & Divorcep [] a7 
WW. 2 CE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A 


Wo. USUAL OCCUPATION (Give kind of work done 


Po of working |i 
13. FATHER'S NAME 


0b. KIND OF BUSINESS OR INDUSTRY 
‘even if retired) 


+ ge 
& al iL nee DEATH 2 pee eece (Where deceased lived. If institution: Residence before admission) 
= °. b. COUNTY 
“sa Allegan ua Maryland Allegany 
5a Js .. b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
g $4 RURAL ond give nearest town) o2 
ie ee, Cumberland DOA ¢ & Cumberland 
eS £ = Z d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS. e. IS RESIDENCE 
6 — es ‘ark OR INSTITUTION ON A FARM? 
s so Sacred Heart Hospital 532 Green St. ves E] NO 
| a |. NAME OF i i hi 
3 2 DECEASED. First Middle lost 4. a Month Doy Year 
en cae iipeiorceemt) orence Denson DEATH April 23 1960 
£ oF 
ae ts 
aie 
a. bo 
Brae 
% = 
7 
3 
2 
5 
= 


2 
ks 14, MOTHER'S MAIDEN NAME 
S 
e Kob Masse Anna V. Hall 
* — WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
{Yes,,no. ozgunknown) (If yas, give war or dates of service) 
l Niece- Elizabeth Harris Same. 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per tine for (0), (b), ond (c).] 


Then please remave carban papers. 


the registrar priar ta buriol, crematian, or removal, and in any event within 72 haurs after death. 


: : ONSET AND DEATH 
a PART |. DEATH WAS CAUSED BY: , 
. IMMEDIATE CAUSE (0) Qe Cotenw ne ay oe Wan 2. 
« DUE TO , 
7, 
2 1 Conditions, if ony, which Poa: ims a Label heat Oy Jecrre 7: Toe 
+ gove rise to immediote 
. couse (o}, stoting the under. ( DUE ro 


vA 
hg CPL 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ?(o)|1 [AS AUTOPSY 


Iying couse lost othertrebrer el Or rrethirrres 


The law requires that the death cert 
-transit permit. 


5 Z 
meas Levis BRINGS _— e la ey ae 
BURIAL, CREMATION, 2b. DATE THEREOF “C3 ME OF CEI RY OR-CRE! R ‘ATION (City, town, 9r count: (St 
B MOVAL (Spgity) LILA jae fee” a ge aeRO {3 My 


23. ao DIRECTOR'S SIGNATURE ae aa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
FA 2 pte, Q r (ese « DR pare APR 27 '60 Crutbun £ Hea 


c 
5 “ 
re 
eS \ ce} PERFORMED? 
BBS of fe yes) no] 
= ¥ 
mele Ss = | 20a. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
sae, & {OR CONTRIBUTING [] CAUSE OF DEATH 
c £ uv 
eee G [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
ers REET tara ere 
os 8 & [2%0c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
ape 3 Hour o. m. While Not. while foctory, street, office bldg., etc.) | 
erie = pom. w cot work [] of work [] i 
er) 
Sf5 21. | certify inst? | attended the deceased fram. , 192_Y, to 23>, 19¥e¢that | last saw the deceased 
233 
2 $ alive an_____. 2 __, and that death ay ot SEM, fram the causes and an the date stated abave. 
=Os ADDRESS (Street, city or town, iv DATE SIGNED 
25% ACTUAL BP ae 
Res SIGNATURE, M.D. Z 
Na a 
om, > 
eae 
geo 
© 
re D 
° 
Ege 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


& TO woe OR ATTENDING PHYSICIAN 


3 
26 
2% 
ne 
as 


— 


Page 4 should be 


8 
8 


3. 


ry 
i 
Py 
8 
° 
2 
a 
y 
g 
8 
2 
2 
z 


If ony 


ed for your 
File pages ¥ ond 2 with the registror prior ta burio!, cremation, 


!tem 18. Give Pages 1, 2, ond 3 to the fune 


fh farm PM3. Page 5 moy be re! 


MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 


ertificate, writing the ward ‘‘pending™’ in pen 


forworded to the Chief Medical Examiner's Office olong wi 
TO FUNERAL DIRECTOR: Page 3 should be used os 0 burial-tronsit ue 


3327 
@ 
a I> 
Beles 
2 
YS. AISME(S) 


5M 9/55 


x 


nO 


oy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4061 MEDICAL EXAMINER'S CERTIFICATE OF DEATH =U 4007 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
st NT ©. STATE b. COUNTY 
Allegany MARYLAND Maryland Allegany 


b, CITY OR TOWN jill outside corporate bimits, write RURAL ¢. LENGTH OF STAY IN 1b 


give nearest town) 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


) 
Cumberland years O2- Cumberland 
d, NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street address) |. STREET ADDRESS @, tS RESIDENCE 
ON A FARM? 
O2_N Je ani Ee Oz Mechanic S ves (]_No 
3. NAME OF i i 4. 
Es ‘ First Middle Lost oar : ae Doy ar, 
Mypeor print) HAROLD THOMAS — DEVAULT 2S Pad wee 
5. SEX 6. COLOR OR RACE |7- MARRIED [} NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE (in yoo [FUNDER TYEAR! {Ff UNDER 24 HRS. 


rout beter) Months| Days | Hours | Min. 
yrs. 


Mal White wivowep 4] ——oivorceo [J pril 1, 1908 52 


Wa. USUAL OCCUPATION {Give kind of fired} “le. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if refi % 
Brewery wkr. Gumberland Brew-|Lonaconing, “aryland 


13. FATHER'S NAME ery 14, MOTHER'S MAIDEN NAME 
JOHN WILLIAM DEVAULT MARY ELIZABETH MILLS 


1, WAS DECEASED EVER IN U, S. ARMED FORCES? |16, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
1Yes, no, OF unknown} it yes, give wor or dates of service} 
no hn Wm. Devaul 4, Mts Airy, arr and, 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED 8Y: 

. WAMEDIATE CAUSE (0) 
)+ DUE TO. 
ions, if ény, which e 
to immediote couie 
(0), stoting the underlying( OVE TO 
couse fost. (eo. 


N2. CITIZEN OF WHAT COUNTRY? 


USA 


z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
9 Fale Fa Tar a: PERFORMED? 
3 ves] NO Bo 
& [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
& | PRIMARY L) or CONTRIBUTING DD 
| CAUSE OF DEATH. ee = 
3 [720c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED [20e. PLACE OF INIURY (Home, form, 1208, (City.or town) (County) tees 
a . ar foctory, street, ee bldg., ate.) | ff b , 
Fe Hour 9, m. 2s While — Not while / 
g ee 19 Jat work [J ot work J ' 3 ed oh eae ‘Lede ce 

21. V certify that ! taok charge af the remains described abave, held an Autapsy [_], Inspectian [XJ, Inquiry [X], ang’ find thdt » 

death resulted | from ae sae" Accident [], Suicide [], Homicide [], Undetermined cause []. 

on. we? 
ACTUAK = WE ‘Gs WA EE Z_ spp, CHIEF MEDICAL EXAMINER CI asa 
aH © re ASSISTANT MEDICAL EXAMINER [_] 
Richard Williams M.D. Bey MERKesL ExAningn TS April 23, 1960 

70. BURIAL, CREMATION, [22. DATE THEREOF ic, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) Gtote) 

Bae | 4/25/60 Irostburg “Memorial Park| Frostburg, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADORESS ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Fohn Hafer, Cumberland, Maryland ar R26 6) Cnthun £ Thea. 


1 yy - MARYLAND STATE DEPARTMENT OF HEALTH ilies ad 


& 2060" STATISTICAL RESEARCH AND RECORDS —- BALTIMORE 1, MARYLAND 
zy Fr Soa OF DEATH t i4 00 8 
= is 
> > 1, PLACE OF DEAT FJ beers, pence (Where deceased lived. If institution: Residence before admission) 
2 83 rtGunry ALLEGANY A es rege ¥, 
See a Sa 
= 76) 3 b. CITY OR TOWN (lf outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 8 oe ‘ond give nearest town) yom a 
3% g2 UMBERLANO 18 DAYS SISTERVILLE Sie 
£ wag d. a OF HOSPITAL (jf, i iJa], gi d. STREET ADDRESS: . IS RESIDENCE 
6 = = Af / OR INSTITUTION TEMORTAL HOSPITAL i OER EAR 
z 
“ee On MEMORIAL & WARWICK AVES., Rural ves fine] 
5 
S 3. NAME OF First Middle last 4, DATE Month Day Yeor 
-. DECEASED OF 
48 {Type or prin! A EMERSON DOAK DEATH APRIL 20 19 60 
“sy 5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED {7} | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Sos, Baca Months] Days | Hours] Min 
Ae MALE WHITE |wioowen [X _oworceo) | FEBRUARY 21,1876 ye. 
g 2 100. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Q during most of warking life, even if retired) 
TREACHER PUBLI€ SCHOOL DEEP VALLEY, W.VA. U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ROBERT DOAK INGABE BEE 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, no, or unknown) (IF yes, give war or dates of service) 
NO NO MEMORIAL HBSPITAL, CUMBERLAND, MD. 


INTERVAL BETWEEN. 


18, CAUSE OF DEATH [Enter onl; 1 ite, for (0), (b), ond (c). 
[Enter only one couse per Jine for (a), (b), ond (c).] * _JONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
t IMMEDIATE CAUSE (0) _! 
} ) a :| DUETO 
Conditions, if ony, whi rn 

gave rise to immediote 
DUE TO 


—/n % 
: Ee ee Pee ae 
couse (a), stoting the under- ~ A \ } 
lying couse last. te te gt g- 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN FARST{o}/19. WAS AUTOPSY a 
yes(] NO 


200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State) 
Hour 0. m. Wh Not factary, street, office bldg., etc.) | 
p.m. 19 lot work [] ot work \ 


21 I certify that (I) (this ron ee the deceased from.4: Zot, We t0 19. 2#that (I) (we) last 
saw the deceased oe on AZO +19 & #Pand that death occurrb@ 80 _FM fram the causes ae on the date stated abave. 


22a. SIGNATURES 7 — = 22b. DATE 
ATTENDING (4 MED. STAFF SIGNED 
/ (Cet I. (HY pirector OPH. af ZLty 


Then pleose remave car! 


cremation, or remaval, and in any event, wi 


ate has been signed by the attending physician and campletely fille: 


AQ 


MEDICAL CERTIFICATION, 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hy 


ined by the hospital or attending physician. 


“ TO FUNERAL DIRECTOR: After this ce: 


page 3 should be detached far use as the burial-transit permit. 


the State Board af Health priar to burial, 


2 Re. Te ie - Tad. RODRESS ( , 
= ‘a We Fe WILLIAMS Cc penn Vina 
% 3 23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION , town, or caunty) (State) 
= & agape a . iw 
Be Buria pr.23,1960 | Greenwood Cemeter Sistersville, W. Va. 
- ‘24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘25a. REC'D BY REGISTRAR ‘25b, REGISTRARS SIGNATURE 
VR ALS 14 Byron Kight Cumberland, Md. pateAPR 25 ‘50 Onitun £ Miawa 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND v4009 
CERTIFICATE OF DEATH : 


PLACE OF DEATH E USUAL RESIDENCE (Where decoosed lived. If isfttion: Residence before admission 
°. : 
ALLEGANY marviano || ° “WEST VIRGINIA » COUNTY MINERAL 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN tb c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


“CONBERLANB ) "ho. | 21 DAYS FORT ASHBY £5X-S 
d. ae H 3 uf "HOSPT TAT: street oddress) d. STREET ADDRESS e. aT 
MEMORIAL & WARWICK AVE. ves] No EK 
. pes Bs First Middle lost 4. pe Month Day Year 
(Type or print) JOHN M. DOWDEN peatH = APRIL 30 19 60 
6. COLOR OR RACE |7. MARRIED [XM] NEVER MARRIED | 8. DATE OF BIRTH ie AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


MALE WHITE WicoWeoirl rete NOV. ag 1903 6" Be Months! Doys | Hours Min. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Carman Helper Railroad FORT ASHBY, W. VA. UsSeA. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


JAMES DOWDEN MARY ALLEN 


|. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


pr sees ea 705-07-975g MEMORIAL HOSPITAL, CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


PART I, OEATH WAS CAUSED BY: b a Se 
—- IMMEDIATE CAUSE (0). rae Ue eee ee Y beet ~ 
»7 \y DUE TO 

f 3 z 
Conditions, if*eny, which a orn ree (Avene ‘ 
gove rise to immediote 
couse (o), stoting the under. ( CUETO 
lying couse lost, a 

Part Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19.. SEONM eT 


ves] No] 


Pages 1 and 2 should be fi 


Then please remove carbon papers. 


transit permit. 


OR CONTRIBUTING [] CAUSE OF DEATH 


20a. ACCIDENT WAS_UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED {| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0, m. While Not while foctory, street, office bldg., etc.) ! 
pom. 19 lot work [] of work 


MEDICAL CERTIFICATION. 


21. | certify that (I) (this haspital) attended the deceased fram : -, 19-4@ that (I) (we) last 
saw the deceased alive an.___<4> 3.0. 1%e¢) » and that death accurred at axe 20 5RaMbe causes and an the date stated above. 
220. SIGNATURE eed lle 0 
ATTENDING MED. STAFF Sie 
Ww ibe Pugs: M.D. | PHYS. GL _oiector TPs. 0) i Pfu 
Te Cues 22d. ADDRESS 
ype) 
DR. WILLIAM P, 1AMES yy 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


sevovas Gest May 5,1960| Fort Fort Ashby,W. Va, 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 25Sb, REGISTRAR'S SIGNATURE 


James F. Scarpelli,Cumberland , Md. oare MAY 4 "60 Cntun £ Fae 
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d by the hospital ar attending physicion. 


poge 3 should be detached far use as the buri 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 v 4 01 0 
4064 CERTIFICATE OF DEATH eek He 


~ 
S 1, PLACE OF DEATH 2. USUAL RESIDENCE (Yhere deceased lived. If institution: Residence before admission) 
3 2. COUNTY Allegany marviann |)? TATE Mary Lan ®. county Allegany 
= b. Sane own (iF SUNes, aaa Vimits, write . LENGTH OF STAY IN 1b c. CITY OR TOWN (IF autside corporote limits, write RURAL and give nearest tawn} 
Pein : 
a Cumberland 3/2/60 02 Cumberland 
eS d. psec HEE (If not in hospital, give street address) F STREET ADDRESS e paras 
~e A | Allegany County Infirma 416 Maryland Avenue ves C1 No fg) 
ees First Middle Lost 4, = Month Day Year 
(Type oF print) William Franklin Dunlap DEATH April ih, 1560 


9. AGE (In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. 


Oh Months! Doys | Hours | Min. 


5. SEX 6. COLOR OR RACE ]7. MARRIED ] NEVER MARRIED [] F DATE OF BIRTH 
yrs. 


Male White wiooweo [] pivorceo (J 10/ T/. 1895 


10a, USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 
set most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Retired: Auto Mechanic yndman, Pennsylvania U. Se Ac 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
y Charles Dunlap Lydia Martz 
J 15. SAID SA EDEL STINE oh 5S ARMED ROUEES? 16. SOCIAL SECURITY NO. INFORMANT P 60 eBOX 599 Address Cumbe rland , Md. 
SN Bo. tl Allegany Gounty Infirmary Records 


Then please remove carbon popers. Pages 1 and 2 shauld be filed with 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), fof, apd (c). 7 INTERVAL BETWEEN 
ONSET AND DI H 
PART |, DEATH WAS CAUSED BY: eS 
de % IMMEDIATE CAUSE (0). 
ss wed DUE TO c 
Aw I ame > 

Conditions, if ony, which Ps f ‘ 

gove rise to immediote i a 

cause (0), stoting the under- ( OVE TO CZ & > 

ing -esesalett a FOL Loe ~ae ‘ 


Parr Il. OTHER SIGNIFICANT INDITIONS CONTRIBUHING TO DEATH BI 1OT RELATED TO THE Tf L QUSEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
PERFORMED? 
; ves [] No @Y~ 


20a. ACCIDENT WAS UNDERLYING 11 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour oo. m. foctory, street, office bldg, etc.) ' 


cate hos been signed by the ottending physician ond completely filled in \by the funeral director, 


nding physician. 
page 3 should be detached for use as the buriol-transit permit. 


| or a! 


TO FUNERAL DIRECTOR: After this cer’ 
MEDICAL CERTIFICATION 


I 
21. | certify thot | attended the deceosed from._ (2/60. a Pa eee) to. Y/1N/60._., 19.__,thot | last sow the deceosed 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 


if 

8 

ie olive on hfs 3/6 ST Ca , ond thot death occurred af: LOAM, from the causes ond on the date stated obove. 
Ea ADDRESS (Street, city or town, stole) DATE SIGNED 
£ ACTUAL 

3 SIGNATUR M.D 9 Greene St. bfib/60. 


the registrar prior to buriol, cremation, or removol, and in ony event within 72 hours after death. 


NAME ( Dr. James E. McLean 
F £ 2a. SE MaVAGnan ‘2b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
~ cil . : . 
ae urial ” pril 16, 196 Hillcrest Burial Park | Cumberland, Maryland 
4 » 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR 2db. REGISTRARS SIGNATURE 
VS AIS (4 af , ‘ 
se John J. Hafer, Cumberland, Maryland OATE pop 1 2! 


mal 


the funerol directar, 


after death. Page 4 


rf 


Pages } and 2 should be filed with 


Then please remave corbon 


R ATTENDING PHYSICIAN: The !aw requires that the death certificate be executed within 24 


ined by the haspitol or ottending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely fi 


© 


TO HOSPI 
moy be ri 
poge 3 shauld be detoched for use as the buriol-transit permit. 


the registrar prior ta buri 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4111 


CERTIFICATE OF DEATH 


nop AQT I 


1. PLACE OF DEATH 
a. COUNTY 


Al al eranyv MARYLAND 


2, ores, RESIDENCE {Where deceased lived. If institution: Residence before admission) 
©. STATE 
Md. ee COUNT ahs legany 


b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b 


RURAL aia neorest town} 13 Days 


c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 


A Barton 


4. NAME OF HOSPITAL (IF not in hospitol, give street oddress) 


d, STREET ADDRESS 


OR INSTIT! / 
WPkers Hospital 
3. NAME OF First Middle Lost 4. DATE Month 
(ype or pring NO LL ae Mae Dye DEATH = Avril], 
5. SEX 6. COLOR OR RACE ]7. MARRIED LD} NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years 
feceile White lost birthdoy} 


WIDOWED [_} DivoRCED [} 


10a. USUAL OCCUPATION {Give kind of work done 


cing mas! of working life, even if retired) 


Nov. 28, 1917 


10b. KIND OF BUSINESS OR INDUSTRY 


yn. 
WW. nna (Stote or foreign country) 


Barton, Md, 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A, 


13. FATHER'S NAME 


William Shuhart 


14. MOTHER'S MAIDEN NAME 


Florence Marruder 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, oF unknown) {IF yes, give wor or dates of service) 
Gecil Dve Barton, Md, 
1B. CAUSE OF DEATH [Enter only one couse per line for {b), ond (9-] ONgEY Any a 
eS 1. DEATH WAS CAUSED BY: Hf? 
(IMMEDIATE CAUSE (0) f been 


ne BL, iS DUE TO 


Conditions, if ony, which 
gove to immediote 
couse (o}, stoling the under: 


pile en Poe 


oe 


lying couse lost. « 


PERFORMED? 


yes} Not 


Me SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(0)/19. WAS AUTOPSY. 
} = = 
fe 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


an 
20a, ACCIDENT WAS UNDERIYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, 
Hour 0. m, 


p.m. 
21.4 certify that | attended the sara fram.___Z 


Year | 20d. INJURY OCCURRED 


While __ Not while 
19 lot work [[] of work 


Doy, 


alive an_ 


ACTUAL 
SIGNATURE. 


2e. PLACE OF INJURY (Home, form, 120. {City or town) 
foctory, street, office bldg., etc.) | 


=, cae that death accurred Fn 


se 


PHYSICIAN'S 


NAME (Type) William W. Lesh, M.D. 


(County) (tote) 


Fe Vy 


_ 1937, 10, 196" that | last saw the deceased 


rr fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) 


DATE SIGNED 


Le 


‘20. BURIAL, CREMATION, | 22b. DATE THEREOF 


REQ ST | 4/11/60 Rest Lawn 


2c. NAME OF CEMETERY OR CREMATORY 
Memioral 


22d. LOCATION (City, town, or county) 
Gardenp Le 


{Stote} 
Veale Me. 


ADDRESS 


23. FUNERAL DIRECTOR'S, SIGNATURE 
[/ Fe. 
4 Sn 


Westernport, Md. 


24a. REC'D BY REGISTRAR 


DATE APR 1 2'60 


ne REGISTRAR'S SIGNATURE 


Crihun £ Tomah 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4065 


CERTIFICATE OF DEATH 


wo is tl 2 


~ PLACE OF DEATH 
% MARYLAND 


b. CITY OR TOWN (If aulside corporate limits, write | ¢. LENGTH OF STAY IN ib 


RURAL and give nearest town) 


= sitio! Res CRYCE (Where deceased lived. If institutian: Residence before odmissian) 


b. COUNTY } 


Bedford “i 


€. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


#3. Bedford i x= 


12 days 
|. NAME HOSPITAL (If nat in haspital, give street saan 
* oR INSTITUTION: 
ital 


after death. Page 4 


d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


Yes (] NO 


in‘by the funeral director, 


A 


First 


ulia 


Middle 


Elizabeth 


|. NAME OF 
DECEASED 
(Type ar print) 


Lost 
Early 


Manth 


4 


Day Year 


5 1960 


5. SEX 6. COLOR OR RACE 


ie 


MARRIEDyest NEVER MARRIEO [[] 
wivoweo [] Divorced (] 


IF UNDER 1 YEAR] IF UNDER 24 HR: 
Months] Doys | Hours] Mi 


B. DATE OF BIRTH 


9/23/96 


9. AGE (In years 
last elnino) 
63m. 


during most of warking life, even if retired) 


Housewife 


10a. USUAL OCCUPATION (Give kind of wark ne KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 


Tid.s.a. 


11. BIRTHPLACE (State or foreign country} 


Illinoigsx Mt.Carmel 


13. FATHER’S NAME 


August Kettersohn 


ite be executed within 24 
jan and completely filled 


ical 


14, MOTHER'S MAIDEN NAME 


Johanne Altoff 


5. WAS DECEASEDEVER IN U. S$. ARMED. rons 16. SOCIAL SECURITY NO. 
(@5, 10, of unknown) {If yes, give wor or dates of service) 
| None 


No 


INFORMANT 


Chart 


38. CAUSE OF DEATH [Enter anly ane cause per line far {a}, {b), and (c).] 


PART |. DEATH WAS CAUSED BY: She ‘ k and 


IMMEDIATE CAUSE (a 
A. = DUE TO 
Canditions, if any, which 


Then please remave corban papers. Pages 1 and 2 should be fi 


\ ih 


he beau ebstrudn 35 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Caroine Fai love 


Bove 


gave rise to immediate 
cause (a), stating the under- 
lying cause last, 


DUE o 


gil haere 


wal, ba nvee MLL 


= 


(ERs Caro ac 


© bes: 


Paar Il. OTHER SIGNIFICANT el CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 


he SB KT 


19. WAS AUTOPSY 
PERFORMED? 
yes] no] 


200. ACCIDENT WAS UNDERLYING 1 
OR CONTRIBUTING (1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il of item 18.) 


20c. TIME OF INJURY = Manth, Year | 20d. INJURY OCCURRED 


Hour a. m. While Nat while 
p.m. 19 lat wark [[] at wark 


21. | certify that | ottended the deceased from. 
=s_ , 196 


Gallen 


Day, 


MEDICAL CERTIFICATION, 


olive on___. 


ACTUAL 
SIGNATURE. 


20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) 
factary, street, office bldg., etc.) i 


_, ond that death occurred at_. 


{County) (State) 


3, 196 


_, 19@2,thot | lost saw the deceosed 


_M, from the causes ond on the dote stated obove. 
ADDRESS (Sireel, city or town, state) DATE SIGNED 


7 to. 


MO. 
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PHYSICIAN'S. 
NAME (Type} i 


* 


‘220. BURIAL, CREMATION, 
aL oe 


‘2b. DATE THEREOF 


4-8-60 


\ 23. Mn DIRECTOR'S SIGNATURE 


page 3 shauld be detached far use as the burial-transit permit. 


may be ri 


St. Mar 


ADDRESS 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours ofter death. 
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TO HOSP! 


card 
=> 
aed 
2a 
Lig 


James F., Scarpelli Cumberland,Md. 


2c. NAME OF CEMETERY OR CREMATORY 


‘2db, REGISTRAR'S SIGNATURE 


nth dL Foresters 


2do. REC'D BY REGISTRAR 


parAPR 1 1 f 


oll 


va MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a 066 _ CERTIFICATE OF DEATH wo R13 


tar, 
with 
a 


~ 
2 §. 1, PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission) 
5 a 
= £8 < A MARYLAND ATE n ESCO 
. _ 
= Ss b. CITY OR TOWN (If outside corporote limits, write ['c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 
beet RURAL ond give nearest town) *A 
i So fe : i 
. =5 mb an i 
<2 Meg ‘d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
3 £4 OR INSTITUTION ON _A FARM? 
~ 
5 145 Ch S . 445 Cl s t ves) No f) 
eis 5 3. NAME OF First Midd Lost 4. DATE ¥ 
~~ BA DECEASED oF — s! De Month Day or 
es 3 {Type or print) ELMER EARL - DEATH 19 
a 8 5. SEX 6. COLOR OR RACE |7. MARRIED PS] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years {IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a lost birthdoy) Min 
White WIDOWED [] DIVORCED () 68 yrs. 


25, 1897 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY /11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHATCOUNTRY? 


during most of working life, even if retired) 
O Freight 


R i d 
13. FATHER’S NAME 


14, MOTHER'S MAIDEN NAME 


Trucker 
Pe g menus ee 2 C 5 A 

15. WAS DECEAT DEVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT ths Ghes tnut Street 

(Yes. no, or unknown), | (UE yes, give wor or dates of rervice) c bahiand M Land 
hi umbe >» “ary. 

18. CAUSE OF DEATH [Enter only one couse per line i (©), {b), ond (€)-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: fly S S aha ee ae 
IMMEDIATE CAUSE (0) Etat S 


that the death certificate be executed withi 


Wl eiwndas OCC lwvawrs Ih" /CiSet Le ete 


jove rise to i di ote 
9 cy pal ae ey 


jires 


, and in any event within Toews after death. 
pel 


page 3 shauld be detached far use as the burial-transit permit. Then please remave carban papers. 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and campletely fi! 


5 couse (0), stoting the under- 
2s lying couse lost. © 
38 5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. Be cae 
BSSis 2 x GV fOLSZ TY. 
25388 5 FReoSTATIC VFL CP ICO, ves] no” 
Se o% © 200. ACCIDENT WAS eae es 20b. DESCRIBE HOW I) jatuce_of inj in Port! or Port Il of item 18.) 
pe ie & | OR CONTRIBUTING LT CAUSE Srp — ee 
H 5 5 |(IF EITHER, NOTIFY MEDICALEXAMINER 
a5 4 
g% g & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. BY-OCEURRED 06-PLACE OF INJURY Thome, farm} 20--{City-oF-town}_ ———____{County) —_—(Stote) 
= 5 5 a Hour o. m. While ot while. foctory, street, office bldg., etc.) | 
zs 5 = p.m, 19 lot work [[] at work be 
ot $ ) = 
ze . j 21. | certify ad | attended the gare fromaoe-5 fBsn Wel, to LAfir-f >? 19 Ghat | last saw the deceased 
3 2 
oS : alive an____ (a2 fraud 20, 12.60, and thaf death accurred parca fram the causes and an the date stated abave. 
FtOs5 ADDRESS (Siree!, city or town, state) DATE SIGNED 
<a 2 ACTUAL 
apse SIGNATURI Ag rts hen / MD. <2) eee ne | >.3 OO. 
= a 
5 PHYSICIAN'S 
» £ NAME (Type)_S- G+ Weisman M.D. _..59 Greene St. Cumberland, Ma 
aS > 720. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (tote) 
Qe 8s REMOVAL (Specify) 3 
ofott Burial 4 60 i s i Park 
—< 4 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR 
VSAI5 (4) () <i 
Yon 9738 ‘ John J. Hafer, Cumberland, Maryland DATBPR 2 6 '60 nthen £. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


n 1 4 
i 
at 62 CERTIFICATE OF DEATH ney. HAL. 
S He 1, PLACE OF DEATH v 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 alg 0. COUNTY Maneane 0. STATE Z b. COUNTY 
_ oS Allegany Maryland Allegany 
ae 2° g b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
8 8 RURAL ond give neorest town) Ar) 
> P 
fee Cumberland days Goh _ Cumberland 
2 2 1S d. NAME OF HOSPITAL (If not in hospitol, give street address) , d. STREET ADDRESS . IS RESIDENCE 
3° = fe me OR INSTITUTION { ON A FARM? 
Se 062. ed.Hea aspita 62] Fairview Ave. yes 2) No OF 
< 
“et 3. NAME OF iT 4, DATE 
“7 DECEASED First Middle Lost be Month Day Year 
7 (ype or snl) beta Adan Free DEATH 4 12-19 60 
é 5. SEX 6, COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost birthdoy) [Months Doys | Hours 


5 White |Wioowed & bivorceo [] 6 82 ys. 


Wo, YSUAL OCCUPATION (Give kind of work done} 10b. KIND OF, BUSINESS OR naa « BIRTHPLACE (Stote or foreign country) 


Duriga most of mee if retired) Ae, 
A f Maryland 
13. FATHERS NAME 14, MOTHER'S MAIDEN NAME 
Addr 


1§. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT 


as, ONE un y ar a 5 OWL 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), of (c).] 


PART #. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


420.0 DUE To 


eR GT AT on pawhicn Pe ee an (A@Te DN Sse 


ove rise to immediote 
3 n°} DUETO | 


V2, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


\\ 


mee 


4 


INTERVAL BETWEEN 
ONSET AND DEATH 


sez, 


Then pleose remove corbon popers. 


couse {0}, stoling the under- 
lying couse lost. {c} 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. ASE Cran 
yes(] NOX] 


fly % 5 


The low requires thot the deoth certificote be executed within 24 


te hos been signed by the ottending physicion ond completely filled 


20a. ACCIDENT WAS UNDERLYING [] 0b. DESCRIBE HOW INJURY OC@URRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EXTHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stote) 
Hour 9. m, While Not while foctory, street, office bldg., etc.) | 
p.m. 19 jot work [] of work [] ' 

alive an____‘Y~/ 2 


ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 
beat tae ss Fok cl acl ae rd ee ve ee ee ae 


ico! 


MEDICAL CERTIFICATION 


R ATTENDING PHYSICIAN: 
ed by the hospital or ottending physicion. 


* TO FUNERAL DIRECTOR: After this certifi 


the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter deoth. 
5 


poge 3 should be detached for use os the buriol-tronsit permit. 


¢ 
PHYSICIAN'S 

J NAME (Type) Dy EP Tam ;) 
a8 Zo. BURIAL, CREMATION, | 22b. DATE THEREO, Te. E OF CEMETERY OR CREMATORY Td. LOCATION (City town, or county) (Stote) 
ee REMOVAL (Specify? a L C i 
of fQris-7 i>) @ae AGW, 
eS 23. FUNERA, DIRECTOR'S SIGNATUR: ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4) t A Loe ‘ cx 4 by 
15M 9758 J) Oo = C : DATE _apa 1 8 ‘60 Catbna £ Haus 


= 


ofter death. Page 4 


Pre 


in \by the funerol directar, 


Poges 1 ond 2 should be filed wi 


# 


W papers. 


urs afteWdeath. 


el 


) 


The law requires that the death certificate be executed within 24 


I, crematian, or remaval, and in ony event within 72 


R ATTENDING PHYSICIAN: 
ined by the haspital ar attending physician. 


© 


may be a 
page 3 shauld be detached far use as the burial-transit permit. Then please rem; 


the registror priar to buri 


TO HOSP! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4068 CERTIFICATE OF DEATH ven S015 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
0. COUNTY 0. STATE b. COUNTY 


Allegany EARS. Maryland Allega 


b. CITY OR TOWN (If outside corporote limits, write | . LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give neorest town) : 


Cumber land 22 days x Cumberland 


d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION: ON A FARM? 


acred Heart Hospital Rt. #3, Valley Rd. ves) NOK] 


. NAME OF First Middle Lost a DATE Month Doy Yeor 


DECEASED | OF ’ 
bypsier pic!) c Frances GoldsborouglPEath April 26 1960 


5. SEX 6. COLOR OR RACE |7. MARRIEDES} NEVER MARRIED ["] ] 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ape Months| Doys | Hours | Min. 
Female White wipoweo [] Divorceo [J /2) /98 2 yn. 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if ratired) 


Housewife Own Home Maryland U.S. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


f ey Amanda May Deck 


O a 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 


(Yes, 10. or unknown) | (IF yes, give war or dates of service) 


1B. CAUSE OF DEATH [Enter only ane couse per line for-(o}, (b), and (¢)-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: eee) ONSET AND DEATH 
5 IMMEDIATE CAUSE (a). 


t 4 DUE rk a 


Canditions, if Rous PL RS oe 3 Caos - Vebetne. 


gove rise to immediote 
couse {a}, stoting the under. ( DUE * son 
lying cause lost. {c) 
Parr Il, OTHER a FICAT IT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)/19, ee aoe 
Vato y SIS ves) NOR 
20a. ACCIDENT WAS UNDERLYING E]__ | 20b, DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 1B.) 


OR CONTRIBUTING 1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


120c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, i {City or town) (County) (State) 
Hour a.m, While Not while foctory, street, office bldg., etc.) 
p.m. 19 Jat work (1) ot work 


MEDICAL CERTIFICATION 


21. | certify that | attevded the deceosed from. IL 2 APS, ite f? _, 19G2that | lost saw the deceased 
olive an_ SL ile be, and thot death accurred at2-24A M’ from the causes and an the dote stoted obove. 


ACTUAL 
SIGNATURE 


mcs, ZEOKY LEY J€. 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (State) 


REMOVAL Specify) 4 
Baraat 4/28/60 Rosehill Cemeter Cumberland, Ma 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ohn J. Hafer, Cumberland, Maryland DA 
: ATMAY 2 "60 Cathar f Fess. 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 
£069 CERTIFICATE OF DEATH 


7 


v4 O16 


Reg. A 


7 
& 1 pear CeaTy a, eon neeloeece (Where deceosed lived. If institution: Residence before admission) 
& pce Allegany MARYLAND * Maryland ». county Allegany 
z b. feiAneLS Lae (lt ed Sitigghahy limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
and give nearest tow 
3 cualeclaed 9/14/57 x  Lonaconing 
€ d. Bon bo se (If not in haspitol, give street oddress) qe STREET ADDRESS e. peso 7 
d OF ‘Allegany County Infirma Yes EF] NO 
* - 3. Cee a First Middle igre Month Day Year 
{TS getsaprint) Clarence William Grandstaff bam = April nee 19 60 


5. SEX 


Male 


8. DATE OF 8IRTH 


2/16/1880 


6. COLOR OR RACE 


White 


7. MARRIED [_] NEVER MARRIED [[] 
WIDOWED [XJ Divorced [] 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
to Months| Days | Hours] Min, 
yrs. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. 8IRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


ding physician and completely filled intby the funeral directar, 


Then please remove carbon papers. Poges 1 and 2 shauld be filed with 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 by 


= during mast of working life, even if retired) 
4 Retired - Janitor Virginia Ue Socks 
p 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Grandstaff Katie Clise 
15, WAS DECEASEDEVER IN U: S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANTP ¢ © e BOX S99 Adres umberland,Md. 
Pere pe +i (l/s Allegany County Infirmary Records 


18. CAUSE OF DEATH [Enter only one couse per line,for (0), {b}, ond (c). oy INTERVAL BETWEEN 


Le DEATH WAS CAUSED BY: WA aA Def ae ntleal ab) He LG ONSET SS DEATH 
, A DUE To ‘ = > 
Kanawha, 46 aay, xX, shox c4o4 2 4 figlerso eee | ’ 


tb). 


gove rise to immediote alate S 
couse (0), stoting the under- P,! Atte coms, 
lying couse lost. Le tee, elec : 


{c) 


Part Il, OTHER pele! CONDATIO! pede a php eas TO pipe INAL DISEASE conipinan GIVEN IN PART 1(o)/ 19. Was AT LOPS, 


yes [] No 


20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port fl of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2S ee 
20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
foctary, street, office bldg., etc.) ! 


Hour 0. m. While Not while 
p.m. jot work [_] of work 


21.1 me | ottended the deceosed from__9 
/60 Lees ey See aloes , and thot deoth occurred at. 2! DR, fram the causes ond on the dote stoted obove. 


| or attending physician. 


RECTOR: After this certificate has been signed by the att 


page 3 shauld be detached far use as the burial-tronsit permit. 


MEDICAL CERTIFICATION 


Eo nk , 12.__,thot I last sow the deceased 


JOR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 


2 
2 
co olive on_t 
= * ADDRESS (Street, city or town, stote} DATE SIGNED 
2 UAL S 
2 / SIGNATUR fe RELh | ho Gr a) 4 /2/ 
2 
> masiays “ Dr. James E, McLean Cumberland, Ma. 
=. Of 
Fs 8 z ‘220. BURIAL, EeeR ATOR: 2%. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION , town, or county} (Stote) 
232 menor fret | 4/60 Philos Westernport Ma 
eee c 23. FUNERAL DIRGCTORS ey ‘ADDRESS 24a. REC'D BY FECISTHAR, 2b. nee SIGNATURE 
AIS (4 re 4 wl 
Ns Ais (4) jesternport, Md. DATE 


—) 


Ke filed with 
r 
ES 


after death. Page 4 


* 


the attending physician ond campletely filled in iby the funeral director, 


Then please remove corban popers. Pages 1 and 2 shau! 


-transit permit. 


R ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hg 


d by the haspital ar ottending physicion. 


© 


© FUNERAL DIRECTOR: After this certificate has been signed by 


= 
5B 
© 
& 
* 
i] 
* 
3 
s 
aie 
0 
° 
- 
S 
oy 
3 
ae 
2 
r) 
I 
= 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND , nt 7 
v4! 


4112 CERTIFICATE OF DEATH 


> 
S~ 


1, PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
o. COUNTY 


° STATE MARYLAND b coUNTY ALL EGANY 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town! 
6 LIFE 


FROSTBURG J FROSTBURG 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) | ) d. STREET ADDRESS r 1S RESIDENCE 


ALLEGANY MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 


OR INSTITUTION 


MINERS HOSPITAL 29 BEALL ST. Yes E] NO 

3. we First Middle Lost 4. i Month Day Year 

tyeormimy) GEORGE A. PEARRE HANNA bare = APRIL 9, 1960 
S. SEX 6. COLOR OR RACE | 7. MARRIED ORD Never MarRieD [7] | 8. DATE OF BIRTH 22 ACE (In ae IF UNDER 1 YEAR| IF UNDER 24 HRS. 

MALE WHITE [wow _ovorceoo] |APR. 5, 1898 foe eee 
100. PRE ele aL ere gen 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
cUSTODTAN EAGLES LODGE MARY LAND U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ULYSSES HANNA MARY WILLIAMS 

S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


Yer, no, oF unknown) | Ait yes, give war or doles of service) 


14-07-0047 


DONALD HANNA, _ FROSTBURG, MD. 


INTERVAL BETWEEN 
ONSET AND, DEATH 


a gy —fArg~ 


18, CAUSE OF DEATH [Enter only one couse per ling for (0), (b). ond (¢).] 5 
PART I. DEATH WAS CAUSED BY: . A, Le 

IMMEDIATE CAUSE (o} C670-wW AI Sm ed Oe a ee 
4A 4 DUE To ae¥e « A +, 8 ¥ A ay, i 
Conditions, if ony, which ty _C#¥ oy Creppsty Con Lt» He Bf’ AAAs 2. Yorn ee 


ove rise ta i diate 
9 rise immedial DUE TO | 


couse (a), stoting the under- 
lying couse lost. (e) 


Zz Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
3 

6 yes [] NO 

= | 200. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 

& | OR CONTRIBUTING L] CAUSE OF DEATH 

G (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
a Hour om. While Nar lite, factary, street, office bldg., etc.) i 

= p.m, 19 lot work [1] ot work t 


21.1 certify that (I) (this haspita!) attended the deceased fram._. : ca 


saw the deceased alive on Sr LPP. w.h0, ond that death accurred ai "M, fram the causes and an the date stated abave, 
2a. SIGNATURE a 2b. DATE 


Keun, BorPoura ae aes a SE YL Agree 
# 
JOHN B. DAVIS, M. D. 


2c. PHYSICIAN'S 
NAME (Type) 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


tat on” | APR. 12, 1960 FBG, 


2, fOR'S SIGNATURE ADORESS 25a. REC'D BY REGISTRAI ‘25b. REGISTRAR’S SIGNATURE 
ine FROSTBURG, MD. oan APR Y 3 "80 Cetin Hon 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 fink 
£070 CERTIFICATE OF DEATH veNis 


vas 


= Reg. Dist. No. 

§ Fy 2. USUAL RESIDENCE (Whore deceased lived. If institution, Residence before edmision) 

. 2. b. COUNTY 

3 L MARYLAND [Ty oy ud [ol A POP KH 
Be ¢. LENGTH OF STAY IN 1b ©. CITY ORTOWN (if outside corporate limits, write RURAL ond give neprest town) 

e ~ 

gs pCumber/ana 

£ BP. Sates OF HOSPITAL {If nat in hospital, give street address) yd. STREET ADDRESS e B Meu} 
=o Z 21h y, pe Ay 
73 , 21 feayv § re) NO 

a3 3 First ey 4, DATE Manth Day Year 
iy beceaseo 5 OF 

2 7 suprinl oMas Franc a I irD| PERI S Prf 196 6 
4 6. ae ri RACE | 7. MARRIED os NEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE (Irdyears [IFUNDER 1 YEAR]IF UNDER 24 HRS, 

/ b lon pert ea) Months Min, 
; hy a le wioowe E-— DivorceD [] Ydrch ¥ 
1a, USUAL OCCUPATION a & af work done] 10b. KIND OF BUSINESS OR JNDUSTRY (11. fig a or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dpting mast of wa ina | life, even if retired) ih 
_ fostotfice | Bar on Mary. and| U.s-A- 
13. FATHER’S NAME 14. MOTHER'S MAIDEN Ni 
fin MM 
ohu feseph Hannon ary Ann Martin 


oR AS yee es, paps! Us dy We roncese 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
es, no, oF unknown] ‘yet, give wor or dates of service) = r 
ys. Frances Burke, Cumberland, Md 


18. CAUSE OF DEATH {Enter anly one couse per line far (a), (b). and ().-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) & 


Then pleose remove corbon pop; 


the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter deat! 


been signed by the ottending physicion ond com 


sna oe 
1/5 4® DUE TO 
= Canditians, if any, which o 
— gove rise ta immediate 
5 catse (a), stating the under- ( DUE TO 
= lying cause last. a) 
S Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. HES SOR MERI 
i Oo no 


200. ACCIDENT WAS UNDERLYING £) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part I! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) {Stote) 
Hour a.m. White Not wile factory, street, office bidg., etc.) ! 
p.m. Jat wark [[] ot work { 


21. | certify that | attended the deceased from___" ey 19S, tot: £____., 194.,that | last saw the deceased 
ey b./64 a (a 


MEDICAL CERTIFICATION 


R ATTENDING PHYSICIAN: The low requires thol the deolh certificote be executed within 24 hours ofter deoth. Poge 4 


ed by the hospitol or ottending physicion. 


IRECTOR:; After this cer: 
poge 3 should be detoched for use os the buri. 


alive on_. 
ADDRESS (Street, city or town, state) DATE SIGNED 
SENATOR teen fra wo, 44) N. CentRe S'prer Ane 6O 


° 

* euysicans WILLIAM P, lames, M.D. CUMBERLAND, Mo 

x Det a oS 8 ee err ae ae 

Fs & Zz ‘22b. DATE THEREOF ‘22c. NAME ors EMETERY OR CREMATORY Ta peeaTICN be town, or county) (Stote’ 

ms PAL ech i 

as a Ory, : /4be chs [ymele “ymberlan itd: 

- 23, FUNERAL, onecTor’ yy TURE "ADDRESS 2da. REC'D BY sumib 2ab, REGISTRAR'S SIGNATURE 
Bie Stim dnc. Lambeband, MA: \one MRIS | Chatter £ Aoaus 


ls 


iK 


¢ 


4 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled ir by the funeral director, 


Eo 


xs 


s after death. Page 4 


ted within 24; 


cu 


be exe 


‘icate 


OR ATTENDING PHYSICIAN: The law requires that the death certifi 


TO HOSP! 
may be 


a 


Then please remave carbon papers. Pages 1 and 2 should be filed with 


Tatained by the haspital ar attending physician. 
page 3 shauld be detached far use os the burial-transit permit. 


SANS (4) 
5M 9/58 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 x af 
4071 — CERTIFICATE OF DEATH ud NT) 


Reg. Dist. No. 
a eee DEATH % eee (Where deceased lived. If institutian: Residence before admission) 
oo b. COUNTY 
Allegan aA Maryland Allegan 
b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
RURAL ond give neorest town) 4/20/60 ra) 7 
mberland Cumberland, Md 
. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
+ oR INSTITUTION 1 ON A FARM? 
Sacred Heart Hospital 2095 Carrol Street veal cley 
. NAME OF First Middle Lost 4. DATE Manth Doy Yeor 
DECEASED © nd iF 
(CO yestouiprint] Bessie F Heavner | OFATH \ 22. 1960 
5. SEX 


6. COLOR OR RACE |7. MARRIED fi NEVER MARRIED [’] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
x last birthdoy) [Months] Doys | Hours] Min. 
White wipoweD [J Divorced [] 6-)-86 723 yrs, 


Female 


10a, USUAL OCCUPATION (Give kind of work dane 


10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
duting most af working life, even if retired) 


Housewife Ownhome West Virginia USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Daniel Hyre Hannah Whetzel 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address. 
(Yas, n0, or unknown) {lf yet, give wor or datet of service) 
| No | None ati ! 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 


Zo. BURIAL, CREMATION, ‘2b. DATE THEREOF 
REMOVAL (Specify} 
Buriaa 60 


ONSET AND DEATH 


PART |. DEAT MEDIATE Cause o_ALteriosclerotic cardio-vascular disease 


|} 3d 3 oy J DUE TO 


Canditions, if ony, which (b) 
gave rise ta immediate 


couse (a), stating the under- (- DUE TO 
lying couse last. © 
Patt Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY 
yes] NO 

200. ACCIDENT WAS UNDERLYING [1] [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port IW af item 1B.) 

OR CONTRIBUTING C] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stole) 

oom emt While er eale foctory, street, office bldg., etc.) ! 
p.m. vw at wark [] at work [J | 

21. | certify that | attended the deceased fram._“t= 9-53 _ Ree wlvieees oe 2-60 _., 19___,that | last saw the deceased 
alive an___le22—60. pee es eee oes , and that death occurred og slag: fram the causes and an the date stated abave. 


‘ ‘ADDRESS (Street, city or town, state) DATE SIGNED 
SIGNATURE eS D. 


Nawetyee Dr. R, We Ballin 


‘Wc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (Stote) 
Sunset Memorial Park Cumberland, Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


John J. Hafer Cumberland, Maryland pate APR 2 6 '60 Cnibua 8. 


‘ 


offer death. Page 4 


in \by thé 


+ 


Pages 1 and 2 sha 


Then please remave carban papers. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


18@Pned by the haspital ar attending physician. 


© 


page 3 shauld be detached far use as the burial-transit permit. 


may be 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond campletely filled 


TO HOSPI 


Fs 
es 
2a 
2 
on 


the registrar prior ta burial, crematian, or removal, and in any event within 72 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4072 


CERTIFICAT 


E OF DEATH ven M4020 


1. PLACE OF DEATH 
a. COUNTY 


Allegany 


oe ind moe elena 


b. CITY OR TOWN (If outside corporote limits, write 


2, USUAL RESIDENCE (Where a lived. IF institution: Residence before admission) 
MARYLAND a STATE Maryland b. COUNTY legany 
6. LENGTH OF STAY IN Tb [|< CITY OR TOWN (IF outide corporat limits, write RURAL ord give neares town) 


[eAiyes 


Jol 


Frostburg 


d ms ae (Jf not in hospitol, give street oddress) ‘i STREET ADDRESS e. tS eae 
‘Al 
Allegany County Infirmary] Eckhart Mines yes C] No 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED OF 
{Type oF print) Ma Regina Hess vam = April 13, 19 60 
5, SEX 6, COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. ae IF UNDER 1 YEAR] IF UNDER 24 HRS. 
i 
Female White WIDOWED Bj DivoRCED [] 3/3 /186 6 i ee (Fores Totes [eae 


30a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


1b, KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or fareign | 9h 12. CITIZEN OF WHAT COUNTRY? 


Housewife Germany Ue. Se Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Milkowski 
WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT P sox 599 By AddesGumberland, Md. 
no, oF unknown) {If yes, give wor or dates of service) 
| Allegany Pz Infirmary Records 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


18. CAUSE OF DEATH [Enter only one cause per line 


for (0), (by y 
Lua tie asi3 


INTERVAL BETWEEN 
ONSET AND D£ATH 


rE a a DUE TO 
Cocina pi ae rs 
ave rise to i 

9 mmediote | a 


couse (a), stoting the under- 
lying couse lost. 


{c) 


Past Il. OTHER er ve 


te Pr SBT teil qJAPR 
tad eo area 


S. (lots DEATH BUT Ni 


19. WAS AUTOPSY 
PERFORMED?, 


yes] NO bo 


'D TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


Ae 


20a. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 


20c. TIME OF INJURY Month, 
Hour a.m. 


Doy. 


MEDICAL CERTIFICATION, 


ates an 


Year | 20d. INJURY OCCURRED 


While 
jot work [] at work 


200. PLACE 
factory, 


Not while 


Pe ae 


Dr. 


James E. McLean 


‘OF INJURY (Home, form, | 20F, {City or town) 
street, office bldg., etc.) ! 
‘ 


(County) (tote) 


"ADDRESS (Street, city or town, stote) 


Litto pe 22K. C44 wo. Up doses ss: et ow. 4/13/60 


Cumberland, Md. 


‘22a, BURIAL, CREMATION, | 22b. DATE THEREOF 


Burtar’” | 4-18-60 


‘2c. NAME OF CEMETERY OR CREMATORY 


t. Michael's Cemeter 


72d. LOCATION (City, town, or county) 


Frostbur 


(State) 


Md. 


23. FUNERAL DIRECTOR'S SIGNATURE 


YA 


ADDRESS, 


Frostbur Md. 


24a, REC'D 8Y REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
DATE | 


Onthua £. Foard 


with 


after death. Page 4 
in‘by the funeral directar, 


Py 


Pages 1 and 2 should be 


2 hours after death. 


Then pleose remove carbon papers. 


= 
is 
5 


the buriol-tran: 


the registrar prior ta buriol, crematian, ar removol, and in ony event with’ 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


oe: by the hospital ar ottending physician. 


poge 3 should be detached far use 


may be 
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TO HOSP! 


VS A15 (4) 
15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
v4021 
4073 CERTIFICATE OF DEATH 


Reg. Dist. No. 
1. PLACE OF DEATH ve 4 toe pees (Where deceased lived. If institution: Residence befare admission) 


2. COUNTY Allegany MARYLAND * Maryland COUNTY Allegany 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) ; 
Cumberland 3/8/58 O2 Gumberland 

d. NAME OF HOSPITAL {if nat in hospital, give street oddress) d. STREET ADDRESS 


e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Allegany County Infirmary / Brooks Hotel Ys NOK] 
. Wie Oe First Middle Lost 4. ere Month Day Year 
(Type or print Zane Hill Hinkle cere ~=—s April 13 19 60 
5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
Oo Oo 3/2/1890 eo) Min. 
Male White |wiowenm _ odivorceo am 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND. ISINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) (sta Ee 
etired - Kitchen Helper Maryland We Ba ke 


Zane C. Hinkle Eliza Wilkinson 
‘5, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT P 90) BOX 599, Address umberland, Mde 
No 
18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), and (¢)-] INTERVAL BETWEEN 
ONSET AND TH 
IMMEDIATE CAUSE (a} AAPL a + 
Phe DUE TO a 
cof c ¥f ony, ban Boe Mthed 5 | y 
cause (a), stating the under- 0 > 
lying couse lost. © Si ek eae fe ALGO che AOme oO , 
20a. ACCIDENT WAS UNDERLYING e 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Fan 1 or Port Il af item 18.) 
OR CONTRIBUTING CO] CAUSE OF DEATH 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Yes, no, or unknown) Uf yer, give wor or dates of service) 
l 21))-05-519) | Allegany County Infirmary Records 
PART |. DEATH WAS CAUSED BY: 
t di at 
gove rise to immedion (© 

Past Il. OTHER a CON ASRS aoa mer a Ni iD Apa A ee DISEASE CONDITION GIVEN IN PART 1(0) | 19. Me ci 
L191 core yess no 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 


Hour a.m. While Nat while 
p.m, lat wark ‘at work 


21. I certify that | attended the deceased fram._ (58 ost Sy Lee ~~ 713/60 19.__,that | last saw the deceased 
, and that death me 9 oul: 15s, fram the causes and an the date stated abave. 


Fh K ADDRESS (Street, city or town, state) DATE SIGNED 
LO@ c aie L 


» James E. McLean 


= 
20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (Stote) 
foctory, street, office bldg, etc.) ! 


MEDICAL CERTIFICATION, 


8 


NAME (Type) 


Tio. Bae EATON! 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (State) 
VY i 
ENONAL {Spee hy A 5 /60 Mt Plea Cumberland Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
Ruth E. Silcox Cumberland Maryland 


do. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


care APR 18 '60 Clnthag 2 Kania 


Page 4 shauld be 


is necessary, please exe- 


wae 
ut - 


2, and 3 to the funer 


rector. 


if ony 


File pages | and 2 with the registrar prior ta burial, cremotian, 


Item 18. Give Pages 1, 


te, writing the ward "'pending’ 
forwarded ta the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained for yar 
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cute f 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit 


TO DE 


‘or remaval. 


YS. AVSME(5) 


5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ;4929 
j 


4074 MEDICAL EXAMINER'S CERTIFICATE OF eee si ce 


ry 1 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before Cue 
oO. 2 


Allegany mamano || °F west Virginik” Mineral 


b. ci OR TOWN {If ovnide corporate fimin, write RURAL c. LENGTH OF STAY IN Tb. ¢. CITY OR TOWN [IF outside corporate limits, write RURAL ond give nearest lown) 


Give neotes! town} Cs, & 
~. - 


eee se 
d. STREET ADDRESS @, I$ RESIDENCE 
ON AE, 2 


No [1] 
Middle Lon 4, DATE Month Doy Yeor 


ype or in Samuel We Hott cam Apri] 13 1960 | 


6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [_]] 8. DATE OF BI 9. AGE {in yeon [IFUNDER 1YEAR] IF UNDER 24 HRS. 
eeerieort Months] Days | Hours | Min. 
White | WiDowEog) oworced () . 85 yn, 


OCEUFATION (Give kipd of work done} 10b. KIND OF ey OR INDUSTRY. 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
orking Me, & 


A West Virginia SA 


13, FATHER'S NAME 14. MOTHER'S MAIDEN? NAME 
William Hott ee ae 
NE: ‘WAS DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. 
eB “oppntnown) tf yes, give war or dotes of service) ee 
vie = ~| Memoria | and id 


MEDICAL CERTIFICATION, 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL BETWEEN 


PART l DEATH WAS CAUSED BY Coronary Occlusion 8 Hrs. 
Un = / DUE TO 


Conditions, if ony, which 0) Arteriosclerotic CV disease 
gove rise lo immediole couse 
(a), stoting the underlying{ OVE TO 
couse los. (9) 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
vest] not 


‘200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
PRIMARY C1 or CONTRIBUTING C} 
CAUSE OF DEATH. 


20c. TIME OF INJURY — Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Hame, ca ne (City or town) (County) (State) 
Hour 0. m. While Not while factary, street, office bldg., etc. 
pm. 19 [ot work [] of work [J ' 
21. certify that | taak charge of the remains described abave, held an Autopsy [_],_ Inspectian &. Inquiry X], and find that 


death resulted from: Natural causes Accident ["}, Suicide], Homicide [], Undetermined cause []. 
y / 


i 
wp, CHIEF MEDICAL EXAMINER [] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [_] 
EXAMINER'S 


NAME (Type) ened kita DEPUTY MEDICAL EXAMINER] == April 13, 1960 
GURIAL CREMATION, 6, DATE THEREOF Zc, NAME oat ‘OR CREMATORY Wd. LOCATION (ity, town, or county) (State) 
pz MOVAL Specify) "6, LO ano fi ty if ned De oe iy 
(tom» 


23. FUNI L DIRECTOR'S Sit RE aes 24a, REC'D BY REGISTRAR: 2Ab, REGISTRAR'S SIGNATURE 
ge oe See BT Bias i eee 


MARYLAND STATE DEPARTMENT OF HEALTH 


= 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter anl ig 
[Enter anly ane cause per fi ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


Gio x DUE TO 


P) 


WAY OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND u 4 0 2 4 
gba hy \ CERTIFICATE OF DEATH 
% He i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceote lived. If institution: Residence before oe al 
oS b. COUNTY 
eer: ALLEGANY marviano || ° WEST VIRGINIA MINERAL 
= o 3 b. CITY OR TOWN {If outside carporate limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 
g $ RURAL oe ti nearest tow ‘ND =_ 2 
2 $2 MBERLA 20 DAYS RIDGELEY Xe 
= o2 d. NAME = Ui it d. STREET ADDRESS: tS RESIDENCE 
“fie er , OR INSTITUTION EMER ATH AL “HOSPITAL ON A FARM? 
se 2S OOO! MEMORIAL RWICK AVES ReF Def! ves (] No (9 
* 5 3. NAME OF First Middle Lost 4. DATE Manth Ooy Year 
3 {Type or print CHARLES D KENNEY | eau APRIL | 160 
3 5. SEX 6. COLOR OR RACE |7. MARRIED fg] NEVER MARRIED [] ]®. DATE OF BIRTH 9 AGE (in years [IEUNDERC YEAR| TF UNDER 24 HRS, 
ast birthday! 
4 MALE WHITE winowe [] _vivorceo} | OCTOBER 111878 I yss. 
a 100, USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
z during mast af warking life, even if retired) 
5 Retired Saw Mi Self Emo. SPRINGFIELD, W.VA. U.SeA. 
a 13, FATHER: 'S NAME 14. MOTHER'S MAIDEN NAME 
s 
; OKIE KENNEY SALLY CHANEY 
fa 1S. WAS DECEASED EVER IN U. S. ARMED rome 16. SOCIAL SECURITY NO. | 17. INFOR! i] Address 
& \" 90, OF unknown] {IE yes, give wor or dates of service) 
e I No | 
& 
a 
« 
© 
- 


Canditians, if any, which eo 
gove rise ta immediate 


ate has been signed by the attending physician and campletely fille 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


= 
a cause (a), stating the under. ( DUE TO 
es lying caus)last, te 
ees on rd Cc |. OTHER SIGNIFICANT CONDITIONS CONTRIBUTII JUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
Seeger e > 
ea % yes (1) NO 
aC) (5 Moma is 
Dis \ 200. ACCIDENT WAS UNDERLYIN 20b. DESCRIBE HOW INJURY OCCURRED. lEnter nature of injury in Part | ar Part Il of item 18.) 
5 ote & | OR CONTRIBUTING C1 CAUSE OF DEATH 
egg & |r EITHER, NOTIFY MEDICAL EXAMINER) 
353 S |. TIME OF INJURY Manth, “Day, Year |20d. muury OECURRED —[20e. PLACE OF ie horeatiegi 1204. (City or town) (Cavnty) (State) 
8 2 4 ‘ ice etc.) 
g 5 Hour a. m. Whit Nat whil jactary, street, offi 
si? g ee 19M abet west] eters ed al at 
at) 4 " —eYU = 
a rtify that (I) (thi hospi ‘s Q tended the deceased fram.__,/______-|_-.. 1, aR Coe rs amc cf = 1900, thot (I) (we) last 
3 ‘ 
eae } e deceased alive|dn__ \ lets (ho _... and that death accurred atl 3 2Q4,FfMm the causes and an the date stated abave. 
£03 SIGNATURE aN ‘2b. DATE 
rary ak a ATTENDING MED. STAFF SIGNED 
aves | a LS a G i M0. | PHYS. Director] _PHYs. 0 
= Te. AHYAICIAR S 7d. ADD| 
BS aM (Ty) 22 SOUTH CENTRE ST., 
pao HOWARD -TOLSON _...GUMBERLAND, MARYLAND 
as be Pica RIBBLE HEMATTOND| 295, DATE THEREOT 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) (State) 
»~S & . (Specify s ‘¢ , 
weet Borial” | 4-16-60 Fort Ashby Cem Fort Ashby W.Va. 
ee 24. FUNERAL DIRECTOR'S SIGNATURE 250. REC PRY REGISTRAR) | 256. REGISTRAR'S SIGNATURE 
VRAIS) | James F. Scarpelli Cumberland, Md. eae a omen 
SM 9/! 


MARYLAND STATE DEPARTMENT OF HEALTH 
7 vi] TATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ud n 2 5 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissian} 


a. COUNTY ALLEGANY > Sepals: a. aE RYLAND B. COUNTY ALLEGANY 


b. CITY OR pas {If autside corporate limits, write c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town} 
RURAL ond give n tow: 
CUMBERTA ND HRS.55 MINd| Cc2-CUMBERLAND 


d. NAME OF HOSPIT ital " d. STREET ADDRESS 1S RESIDENCE 
OR INSTITUTION fvavocth ‘at HOSeT TAL fe 8; ON A FARM? 


702 FAYETTE STREET ves [] NOX] 


ae 


id 
ba 


softer death. Page 4 


r 


. Neties First Middle lost 4 oe Manth Day Year 
spatoeein') JAMES Weir KIRK DEATH APRIL ee 19 60 
5. SEX 6. COLOR OR RACE |7. MARRIED{_] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
test bisthdoy) | Manths] Days | Hours] Min. 


MALE WHITE wiooweo [] pworceoC] | APRIL 22, 1891 69 


10a, USUAL OCCUPATION (Give kind of work rte. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE asue ‘a foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking life, even if retired B. & 0. Rw Glasgow, Scotland U.S.A. 


Pages 1 ond 2 shauld be filed with 
oO | 


) 
etired Inspect. Acc 
13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 


JAMES KIRK Anna WEIR 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? I" SOCIAL SECURITY NO. |17, INFORMANT Address 


wei MEMORIAL HOSPITAL, CUMBERLAND, MD. 


No, 


18. CAUSE OF DEATH [Enter anly ane a . (b), . INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o}. 


DUE TO 


Then please remave carbon popers. 
, ar removal, and in ony event, within 72 hours offer death. 


Conditions, if ony, which (o 
gove rise ta immediate 
cause (a), stating the under- (CUETO 
lying cause last. to 

Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART N(ol/19. WAS AUTOPSY | 


te 5 NO 


-transit permit. 


OR CONTRIBUTING [} CAUSE OF DEATH 


20a. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Part tl of item 18.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) {State} 
Hour a.m. While Nat while foctory, street, office bldg., etc.) | 
p.m. jot work [_] at work f 


21. | certify thot (I) (this hospital) ,ottended the deceosed from.._f % 7%... 19. that (1) 4we} lost 
sow the deceased alive on__* A 22 zs W423 ond thot death ae from the causes and on the date stoted obove. 


Ta, SIGNATURE ih 2b, DATE 
ATTENDING MED. ‘ARF 
ne PV tttecr12e 1! Director CFS, — 


2c. PHYSICIAN'S 


wa co SOUTH CENT! Te 
NAME (Type) WeF M.D s “EUMBERLAND. NARYLARD 


23a, BURIAL, cise 2b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county} (State) 
EMOVAL (Speci 2 
Burial 4/25/60 Rose Hill Cemeter Cumberland, Maryland 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC’D BY REGISTRAR ‘25b. REGISTRAR’S SIGNATURE 


H. Wayne George Cumberland, Maryland ont 
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| ar attending physician. 
MEDICAL CERTIFICATION 


OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 


rained by the hospital 


d 


page 3 shauld be detoched for use as the burial 
the State Board af Health prior to burial, cremation 


may be 
TO FUNERAL DIRECTOR: After 


TO HOSP: 


ae! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Wiis 
4077 CERTIFICATE OF DEATH SS 


73d Bh 
& 3 lL ae ae od ‘ 2. oases (Where deceased lived. If institution: Residence before admission) 
& 23 °. Allegany MARYLAND ev ue Maryland bcouny Allegany 
S ts b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
3 S a RURAL ond give nearest town) Oo Ee 
ees Cumberland 1/21/56 >A Cumberland 
2 os 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
°° ae OF/ OR INSTITUTION [ ON A FARM? 
‘‘e s Allegany County Infirmar 419 Louisianna Avenue ves 1] No) 
2 
°° 3. NAME OF First Middle Lost 4. DATE Month Day Year 
= DECEASED OF 
a (Type oF print) John G. Kylus bate April Ly 19 60 
S 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
4 lost birthdoy) [Months] Doys | Hours] Min 
Male White —|wioowom ovorceoO | 8/21/1880 79. 


12. CFTIZEN OF WHAT COUNTRY? 


U. S. Ae 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


Retired - Tailor Tailoring Lithuania 


Dr. James E. McLean 


© 
a3 
SS 
2 
$s 
Be 
ae 

S$ gal 
§ 88 
o Ped 
@ 5385 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
— 85 
2 § 8s 
Bi cena Vincent Kylus Mary Unknown 
= Bo3 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMAN ‘Addres 
15 SES (Yes, no, or unknown) (if yas, give war or dates of services) 00.Box umberlan > ° 
ars no Allegany County Infirmary Records 
2 £3 : 
cet td 18. CAUSE OF DEATH [Enter only one couse per line for (0), 4b), ond. (c)-] < INTERVAL BETWEEN 
3 205 PART |. DEATH WAS CAUSED BY: oo deal 2d, ACR SETS OIBERTH 
3 Vo UO IMMEDIATE CAUSE (0) ce oii t 
= yy d 
= £f#¢ Sa #] <!) DUE TO - & 
ie ST a3 x10 > 
= 22> Conditions, if ony, which b CL AAE SD AAI? ; 
3 3 Ee gove rise to immediote athe 7% > 
£ : 
5 § 2.5 couse (0), stoting the under- Lz SEK a 6) 
toes ; ae yy Z D tL AECL) 
fs 238 lying couse lost. (c) il A. 4 
ey ok a Part Il, OTHER SIGNIFICAN} CONDITIONS CONTRIBUTINGJO DEAT# BUT NOT RELATED TO THET| {DISEASE CONDITION GIVEN IN PART T(o)|19. WAS AUTOPSY 
Bsote = 
eases Ol8 < Lecce CCR OL te ves []_NO 
Fates = |200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter noture of injury in Port | or Port Il af item 18.) 
Bee & Jor CONTRIBUTING C) CAUSE OF DEATH 
aeggs & {(F eElTHeR, NOTIFY MEDICAL EXAMINER} 
Zsgos & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
=5 i 33 3 Hour o. m. While Not while foctory, street, office bldg., etc.) 4 
z5e 2 € = p.m. 19 ot work [7] ot work H 
gas? 1/21/5 1760 
Zg2x< 21. 1 certify that | attended the deceased fram__L/2L , 19__,that | last saw the deceased 
a rs <2 a 
oes alive on_ U/L, /60 aes Se fp See. , and that death accurred a 50. 
fF toss bs DATE SIGNED 
435 °= UAL Z « ZG 
apes SIGNATUR COLD bk 
Svere 

za 

Se 

B5 

ob 

ae 

a 

az 


a4 
S22 ‘o. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (State) 
225 REMOVAL (Speci | 4/4/60 . 
we 4 ta. 
ofo a ichaels Cath. 
- » 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR 
Vs ANS (4 5 
5M 9/38. John J. Hafer, Cumberland, Maryland DATE 


—) 


after death. Page 4 
the funeral directar, 


* 


Pages | and 2 should be filed with 


Then please remave carban papers. 
the State 8oard af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


RECTOR: After this certificate has been signed by the attending physician and completely filled 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


od by the haspital ar attending physician. 


® 


TO FUNERAL 
page 3 shauid be detached far use as the burial-transit permit. 


TO HOSPIT! 
may be r 


a5 
2a 


MARYLAND STATE DEPARTMENT OF HEALTH v 4027 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


mace A LLEGA NY pees o. STATE MARYLAND b. COUNTY ALLEGANY 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


WPLOMBERLAND ” % 4 pays [LX CUMBERLAND, 


A. d. Penge oF HOSPITAL {IF nat in hospital, give street address) ye STREET ADDRESS e. Agere 
0 (QO) “MEMBR AL HOSPITAL / ROUTE #5 eee 
4 trckale First Middle Lost we pee Month Day Yeor 
{Type or print) MELVIN M. LANCASTER DEATH APRIL 5 19 60 
S. SEX 6. COLOR OR RACE 7. MARRIED [L] NEVER MARRIED [RJ |8. DATE OF BIRTH 9. AGE ean TIF UNDER 1 YEAR|IF UNDER 24 HRS. 
MALE WHITE wipowep [] pwvorced(] | NOVEMBER 23, 19h I 8 Magli ecil te see 


10a, USUAL OCCUPATION (Give kind of work done! 


1Ob. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


FROSTBURG, MARYLAND US Ae 


14. MOTHER'S MAIDEN NAME 


NELLIE AIRHART 


13. FATHER'S NAME 


ARGYLE LANCASTER 


WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
}s. 20, oF unknown) AHF yes, give wor or dates of service) 
| MEMORIAL HOSPITAL ~ CUMBERLAND, MARYLAND 
INTERV, 
18. CAUSE OF DEATH [Enter only one couse per line for (0). W. ond (e)-] ee, INTERVAL BETWEEN, 
PART |, DEATH WAS CAUSED BY: Oy / heals oS es 
IMMEDIATE CAUSE (a). a talit L = Khe alns. d a 
Bhoge wn Patel ‘ 


Candifonn i anv hich is Rien ii L. PoE 7 Je et 


gove rise to immediote 
DUE TO / 


couse (o}, stoting the under- oy ie 4 y, 4 * oe 
lying couse last. 6 5 eases [tat ~h) ise Cae ay, Ont, Omg | ond aa 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ke WAS AUTOPSY 


PERFORMED? 


yes) No EY 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
p.m. ot work [[] at work 1 


20a. ACCIDENT WAS UNDERLYING (} 2 DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I! of item 1B.) 


MEDICAL CERTIFICATION 


21, | certify thot (I) (thiesespttet) ottended the deceased from: owen 5d Ve 2, thot (I) (we) lost 
saw the deceosed alive on- ond thot death occurred ot 3M; pears causes ond on the date stated obove. 
7a. SIGNATU 2b. DATE 
¢ » C ATTENDING MED. STAFF SIGNED 
~ sand M.D. | PHYS. DIRECTOR PHYS. 
22c. PHYSICIAN’ a 22d. ADDRESS 


NAME (Type 


DR. WYAND DOERNER — 


a DATE THEREOF 


i oll OF CEMETERY OR CREMATORY 23d. LOCATION i a town, or county) {Stote) 
35,1966 FF, eal jose aide!) he Hig pall. i Rac 


A 24, a L ppiaseus® SIGNATURE Wane | | 280. REC'D BY a) 25b, REG) ur s SIGNAJURE 
\ fe C 60 ak 
v yi a4 


Ba BURIAL, CREMATION, 
Years (Specify) 


Nein hike pee _ APR11 o 


ft 


MARYLAND STATE pet ieaGe Or ex ea 18 H4028 
: «.¢ Fila O ca is 
4079 “CERTIFICATE OF DEATH © pee 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY °. 


, gan ery land » COUNTY iA Llegany 


b. CITY OR TOWR (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give neorest town) 


mberland Lifetime |umberland 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION ON A FARA? 


PA ah 26 Uteh St. yes [1] No &] 
. oan or First Middle Lost ‘4 poe Month Do: Yeor | 
(ype or print) Harold Ds, Linn ran April I9, 19 00 


Ses 6. COLOR OR RACE |7. MARRIED GG NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE Un year iF UNDER 1 YEAR|IF UNDER 24 HES. 
oy Bpcthdoy| H Min, 
W winowen[] oor | Jan. 20, L918 4 A al jours | Min 


Wo. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR road BIRTHPLACE (Stote or foreign country) V2, CITIZEN OF WHAT COUNTRY? 


jal directar, 


fi 


be 


iat 


softer death: Page 4 


i e 
Pages 1 and 2 shavi 


y the fr 


asst Engineer ii” |iid. State Road (Comm, Cumberland, Md. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Charles Linn Geraldine Binnix 
IS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 


on ca hi tmenweceewwn"'1214-07-307 Mrs. Geraldine Linn,Cumberland, Md. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN. 


. ONSET ANO DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0), Ca Ci Bios 
DUE TO 


\ 
| 


\- 
eq 


‘4 


Then please remave carbon papers. 


|, cremation, or removal, and in any event within 72 hours ofter death. 


> ? 
Conditions, if ony, which tb. 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 
lying couse lost. ta 
Parl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10)]19. WAS AULOPSY 
ae rere 0 


yes] NOG] 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I! of item 1B.) 
OR CONTRIBUTING CF CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hove oe F f foctory. street, office bldg., etc.) ! 
oo. m. While Not while ' 
p.m. 19 jot work [J of work [J ‘ 


21. I certify that | attended the deceosed fram. Pe), 10 L4 & Ass 6 1922 thot | lost sow the deceosed 


alive on__ YY} fo yabete ., and thot deoth occurred ot ZEATA om, from the couses ond on the date stoted above. 
ADDRESS (Street, city or town, 2, DATE SIGNED 


MEDICAL CERTIFICATION 


= 
x 
= 
£ 
3 
o 
3 
5 
3 
8 
g 
3 
° 
2 
2 
° 
3 
€ 
s 
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€ 
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= 
a 
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ACTUAL 
SIGNATURI 


MaeNS Dr. Leo H. Ley, Jr. 


ied by the haspital ar attending physician. 


Wd, LOCATION (Cify, town, or county) (Stote) 


page 3 shauld be detached for use os the burial-transit permit. 


the registrar prior to buri 


may be 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


un y kK mberland, Md 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Ism 10/57 James F. Scarpelli, Cumberland, Ma. oaph 24-60 


TO HOSP! 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4080. _..CERTIFICATE OF DEATH v4029 
the 


+ ee 
& 3 = 1 Excee Wee) 2 sus AU RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 
2 a. °. b. COUNTY 
ti & ALLEGANY RAR YLAND MARYLAND ALLEGANY 
E Ze b. CITY OR TOWN (i outside {aah limits, write] c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest tawn) 
o and give neorest tawn’ pyr) 
3 $2 Mp 46 DAYS O> CUMBERLAND, MD. 
S25 ogy) OCR MSRORA DY ROSELL 2-9 aoe Beane 
sx 00 MEMORIAL & WARWICK AVE. 315 OLDTOWN ROAD ves C) NOK 
i x ze 
- 6 . NAME OF First Middle lost 4. DATE Manth Doy Year 
= DECEASED OF 
; Type or print BEATRICE MARY LITTLE Deas = APRIL 30 19 60 
2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lostbuthdey) | Months] Doys | Hours Min. 


rs. 


FEMALE WHITE — |wioowen pivorceo] | APRIL 16, 1882 


rs 100. USUAL OCCUPATION (Give kind of wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11, SIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ae during mast of warking life, even if retired) 
€ Sales Lady Jewelry Store CUMBERLAND, MO. U.S.A. 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 JAMES STORER MARY ANN CLARK 
8 ; WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
2, 0, oF unknown) (Ut yes, give war or dates of rervice) 
z | no __| 216-22-6699 MEMORIAL HOSPITAL, CUMBERLAND, MARYAAND 
g 18. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b). and (c).) INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: j / 
5 2 pay IMMEDIATE CAUSE eae HG Men, 
= 331K DUE To 


Canditians, if any, which (b) een Rag f. Al} ( i a 0, : SPs “LS any’ 


gave rise ta immediate 
cause (a), stoting the under. ( OUVETO 


transit permit. 


the State Board af Health priar to burial, cremation, ar remaval, and in any event, within 72 haurs after death. 


21. I certify that (I) (this haspital) attended the deceased from._f.>-2et. » 19.2.0, to Ays 20 + 19-@& that (!) (we) last 


saw the deceased alive an__ “> 9 ____ 19._G@@ and that death accurred oll s 204, Prudihs the causes and an the date stated abave. 
Za. SIGNATURE 2b. DATE 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


é lying cause last. te) 

a 5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
fe Q 

om Ols vss) noo] 
im = ] 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Past I of item 1B.) z 
5 & | OR CONTRIBUTING LJ CAUSE OF DEATH 

iH & ]{IF EITHER, NOTIFY MEDICAL EXAMINER) 

rs & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) {Caunty) (State) 
5 a Hour o. m. i While Not while foctory, street, office bldg., etc.) \ 

3 = p.m, at wark [7] at work \ 

3 

3 

eg 

2 

cd 

> 

Be} 

2 


page 3 shauld be detached far use as the buri 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in 


s ATTENDING MED. STAFF SIGNED 
Lo itinn Sete M.D, | PHYS. eG) pirector OPHYs. 0 SX 3sG0 
2 / 22. IE RICIAN 22d, ADDRESS 
"el DR. LAMES WUT NORTH CENTRE, CUMBERLAND, MO. 
a 3 23a. BURIAL, CREMATION, | 23b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty) (State) 
Q> REMOVAL (Specify) ‘ 
=" ; May 3,1960| Rose Hill Cumber Jz 
= 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. ‘25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


aa 
aa 
a 


James F. Scarpelli, Cumberland ,Md. 


St 


60 


DATEMAY 4 Re 


=> 
2 
2 
a~ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4081 CERTIFICATE OF DEATH 64030 


1, PLACE OF DEATH 2 Levee Reece (Where deceased lived. If institution: Residence before admission) 


co. COUNTY A LLEGA NY MARYLAND 0. $ MARYLA NO b. COUNTY 


b. CITY OR TOWN If outside corporote limits, write |. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


CUMBERLAND” 2 DAYS Jo CUMBERLAND, 


d. NAME OF HOSPITAL (If not in hospito!, give street oddress) / 3. STREET ADDRESS e. 1S RESIDENCE 


OR INSTITUTION. / INA FARM? 
MEMORIAL HOSPITAL 


‘tor, 


irect 


ofter death. Page 4 
y the funeral d 
Pages | and 2 should be filed with 


the State Board of Health prior ta burial, cremation, or remavol, and in any event, within 72 haurs after death. 


513 Es PRINCE GEORGE STREET eo NOK] 


. NAME OF First idl j 4. DATE 
DECEASED ys ie las na Day Yeor 


(Type or print) THOMAS We LLOYD DEATH 2 19 
$. SEX 6. COLOR OR RACE | 7. MARRIED ib NEVER MARRIED o B. DATE OF BIRTH 9 foe nteay 
MALE WHITE [wows] _pWvorceo} | MARCH 3 T9I9 te 
10a. USUAL OCCUPATION. (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of rap life, even if retired) 
Bowling Alley | MIDLAND, MARYLAND 


13. FATHER'S Sn: 14, MOTHER'S MAIDEN NAME 


THOMAS W. LLOYD KR ELIZABETH KRAUSS 


1S. WAS DECEASED EVER IN U. S$. ARMED ones 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


Gh re) |' {iF yes, give wor or doter of service) 


Yes War IT 18-34-4740] MEMORIAL HOSPITAL = CUMBERLAND, MARYLAND 
18. CAUSE OF DEATH [Enier only one couse per line for (0), (b}, ond (c).] INTERVAL BETWEEN. 
rn an wes eee Cirrhosis, hypertrophic, liver “D years. 
S Si. ‘) DUE TO 


Conditions, if ony, which w. 


gove rise 10 immediote 
couse (0), stoting the under- ( DUE TO 
lying couse lost. ey 
Pant I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART (o)|19. WAS AUTOPSY 


FORMED? 
yes No 


iv 


Then please remave carbon papers. 


200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a ee OE ee eS 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) {Stote) 
Hour 0. m. While No! white foctory, street, office bldg., etc.) | 
p.m, 19 {ot work [1] ot work i 


MEDICAL CERTIFICATION, 


21. | certify thot (I) (this hospital) har rs deceosed from...3ed- See 58-18, edxGer__.. 19____, thot (1) (we) last 


sow the deceased olive on__ t= » ond thot deoth accurred ot the couses and on the dote stated above. 


No. saline £3 22b. DATE 
hy - J. 4 reek ATTENDING MED. STAFF SIGNED 
O42 M.p.| PHYS. FB ikector PHYS. CJ 2-60 


22c. PHYSICIAN'S. 22d. ADDRESS 


Apes OR. RALPH BALLIN 62 Greene St. Cumberland, Md 


23a. BURIAL, CREMATION, 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or county) {Stote) 
Buri” | 4-4-60 Zion Evangicial Reform Cem. Frostburg,Md. 


24, FUNERAL DIRECTOR'S SIGNATURE 250. REC'D BY REGISTRAR 2Sb. REGISTRAR’S SIGNATURE 


James F. Scarpelli Camber land, Md. pare APR G80 Cnthan £ 9. 
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poge 3 shauld be detached far use as the burial-transit permit. 


TO HOSP! 
” TO FUNERAL 


a< 
an 
=> 
2 

2 

ag 
7S 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND vd038 1 
4113 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admissian) 


* “Allegany marvan || “Maryland » COMM 1 egany 


b. CITY OR TOWN [IF autside carporate limits, write i LENGTH OF STAY IN Ib c. CITY OR TOWN (IF avtside carporate limits, write RURAL and give nearest town) 


RURAL ond give nearest town) 
Frostburg 1 day Midland 


d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION / NA FARM? 


Miners Hospital ves []_No OF 


. Rees First Middle lost 4. DATE Month Day Year 


Myeecrpin) ALFRED F. LORAW Pan 4/5/1960 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED. B 8. DATE OF BIRTH * upland UNDE 1 YEAR| 1F UNDER 24 HRS. 
si birthday) lanths Ss laurs jin. 
Male White [wow —ovorceoO} | 12/31/1896 Ce ee 


100. iegateld OCCUPATION [Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign cavntry} 12. CITIZEN OF WHAT COUNTRY? 


“Ree Tred. Ss “Sv'eétwarker Pekin ; MD. U.S.A» 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Rarrison Leraw Fleney Simons 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


ae ee 14-01-6666|_irs, Catherine Loran, Widland, MD, 
1B. CAUSE OF DEATH [Enter only ane cou: i |, (b), ‘ (WIFE) INTERVAL BERWERN 


PART |. DEATH WAS CAUSED BY: DEATH 
IMMEDIATE CAUSE (a! 


ia) 
+f- ime\ OUE TO 

Canditians, if any, which 

gave rise ta immediate 

cause (a), stating the under- 

lying couse lost. 


alter death. Page 4 


d'insby the funeral director, 


Pages | and 2 shauld be fi 


or removal, and in any event, within 72 haurs after death. 


“ 


Then please remave carbon papers. 


insit permit, 


ING TO_DEATH BUT NOT RELATED TO THEJERMINAJ DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
' ] PERFORMED? 
/ yes Noy 


200. ACCIDENT WAS UNDERLYING (] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part I! af item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) {State} 
While Not while factary, street, affice bldg. et 


lat work [] at work 


21.1 certify that (I) (ats haspital) attended the deceased fram.. Dow. awn ed L: 19S, ta 5-19 6 Sthat (1) (we) last 
SSRIS 68, and that death accurred at bein fram tHe causes and an the date stated abave. 
no AM Baton AME Pei a 
22d. ADDRES: 
LONACONING 
73a. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fawn, or county) (State) 
Burial.” | 4/8/1960 Ste Wiechaels Cemetery Frostburg, I. 


24. FUNERAL DIRECTOR'S SIGNATURE 25a. REC'D BY REGISTRAR if REGISTRAR'S SIGNATURE 


GHORGE EICHHORN LONACONING, ; MD. scAPR 11°60 
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TO FUNERAL 


page 3 shauld be detached far use as the burial-tra 
the State Board of Health priar ta burial, cremation, 


may be 


TO HOSPI 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4114 CERTIFICATE OF DEATH 


oll 


V4N32 | 


Reg. Dist. No. | 


1, PLACE OF DEATH 2, ei oS (Where deceased lived. If institutian: Residence befare odmissian) 


gees 
% 3" 
So 8 a. COUNTY b. COUNTY 
ioe MARYLAND 
38 Allegany Maiey. and Allegany 
= & 3 b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
g 6 RURAL and give nearest tawn) q 
ieee Frostburg 6 days YS Frostburg (Rural Wright's Crossing 
moe d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
oop ere ] OR INSTITUTION J ON A FARM? 
| ee ‘ Wine Hospita R$,#1, Box 16 Yes] No) 
£6 3. NAME OF First Middle tast 4. DATE Manth Day Yeor 
= eee "i | OF a 1960 
8 Bceatee O Ss ae? Me Don GQ. 
e 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR|IF UNDER 24 HRS. 


21. | certify that | attended the deceased fram.____. ZL 2 
alive ane ee Ls pre W662... and that death accurred at_ (Lz! M, fram the causes and an the date stated abave. 


— ADDRESS (Street, city ar tawn, state) DATE SIGNED 
eit Otros [wera Bt a 26.00. reehwannce SE Cag Pit, 


Sm ey 19322, to jo__. 2a 192 that | last saw the deceased 


med by the haspital ar attending physician. 


bad 


PHYSICIAN'S: — 
NAME (Type) AN - TASRA [T She Vou 


page 3 shauld be detached for use as t 
the registrar prior ta burial, crematian, 


a3 
i re 
££ o> 
ae las dey) | Manths] Days | Hours] Min, 
3 ay B W wivoweo Gy} _bivorceo 1) 6-11-1884 ey ae Y 
.¢ 
2 7 ae 10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF 8USINESS OR INDUSTRY |11. SIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
2 Se 3 during mast af warking life, even if retired) 
3 pes Housework Own home Shaft, Nd. U.BeAe 
3 3 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© 58% 
B gee m am h Rebecca Weymer 
J a3 15. WAS DECEASED EVER IN U. S, ARMED FORCES? }16. SOCIAL SECURITY NO. INFORMANT Address 
= niet Se cra hetero teres Ger orsiar el oviy Frostburg, lild. 
5 Pon ae No None None us Paul Whitefield, Bh, No. 1, 
£ $$s os oan b ; INTERVAL BETWEEN. 
A Bae 18. OF DEATH [Enter anly ane cause per line far (a), (b), and (c).] OMieT Op oe 
reece = PART I. DEATH WAS CAUSED BY: Z 
eas 3 IMMEDIATE CAUSE (o] 
ad z 76Y de ae To nett an 4 Shno 
“ = x 
= f2> Canditians, if any, which ac Po #22. a : Himsa ee 
S$ BES gave rise ta immediate Ch 
E gfe cause (a), stoting the under. [OVE TO o 
Sevnv cause last. 
TersP g_cause last. o___ Ob Shuck 
$f. 3 
z $ 5 ba 2 Part Il. OTHER SIGNIFICANT sae CONTRIBUTING TO DEATH BUT NOT RELAT#&D TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. ie Ke CEN 
SZafg Ne 
eagosd oO < yes] NO 
J . 4 
Foose = 10a. ACCIDENT WAS UNDERLYING (]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af iter 18.) 
z 4 a = OR CONTRIBUTING [] CAUSE OF DEATH 
Ze8es & [UF EITHER, NOTIFY MEDICAL EXAMINER} 
3 5 & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (County) (State) 
= = 3 Hour o.m. . While Nat while factary, street, affice bldg., ae) 
ass = p.m. at wark [] at wark 
ae 
a ft 
Big 
E 
426 
=< pa 
a 
2 
= of 
A 33 Qa. RR At eRe ay ON eae TEN BFE OD Ze. NAME OF CEMETERY OR CREMATORY fy, tawn, ar caunty) (State) 

oD pecily, 7 : . 
zoe : Busted 4/6/60 Frostburg Memorial Park Frostburg Ma. 
eee | By Funeral pirector's siGnaTuRE Hafler Funtbaes] Home i REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS AIS (4) tt} Onthun £ Miauk 
ieag7aa Viol dh #. E, Main, Frostburg, Md JoamPR 11 °6 4 


MARYLAND STATE DEPARTMENT OF HEALTH 5 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND | , 4 Q 3 3 


CERTIFICATE OF DEATH 


While Gt while: factary. street, office bldg., etc.) | 


Jat work [[] ot work 


20, that (1) (we) last 
__ tram “the causes and an the date stated abave. 


ef vet 
& 3 3 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 85. °. 9. b. COUNTY 
oe Allegany IGSEELANG Maryland Allegany 
= Eg b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
g oso eek ind give nearest town) AQ 
wd umber Lan 27 days Ool_ Cumberland 
= oo ). ii ital, 4 Al . IS RESIDENCE 
s £45 - d. dash: Setar ae (IF nat in gg eS street address) 'd. STREET meee , ¢. BNR FARM? 
ce? Ot . Sacred Heart Hospital 551 N Mechanic St. ves] NO TY 
. 5 3. NAME OF First Middle low 4. DATE Month Day Yeor 
& 252 fy sereadl Theresa Estell Miller BEATH 4/ i ence 
rx 98 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 $e | “ . Igst birthdoy) [Months] Days | Hours 
Fane F male White |wivoweoR) oworeot]) | Feb. 18, 1866 S2. ye 
ass =< ae 
2 € 8 ¢ 100. Ree! Rec OeaON ore: kind Cs) aad 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
rv] 5 luring most af warking life, even if retir 
x pez Housewife Own home Eckhart, Maryland Wey FBX dare 
ee PN 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 8 Bee Dennis O'Hara Janet Nelson 
Sok 
Se Spee - WAS DECEASED EVER IN U, 5. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT addres Cumberland, Md. 
< abe §, 0, oF unknown) [It yes, give wor or doles of service) ‘ tas a . - 
8 ot? 0, | None rs, Loretta Cassen554 NecMechanic.cSt.,: 
g 8 
£ 5283 = 
6 ege 1B. CAUSE OF DEATH [Enter only ane couse per line far (0), (b), and (c)-] INTERVAL BETWEEN 
Boe sic 
ae 4 oe PART |. DEATH WAS CAUSED BY: eee ay * ero. AA cea 
zg Z § 2, IMMEDIATE CAUSE (o} Ur enim rolsoning ays 
= =Fé WS2.u. DUE TO 
aoe Conditions, if ony, which Myocardial Failure 4 weeks 
$s BE 8 gove rise to immediowe { 1G 
=e Ag , stating the under- s s $ 
3.285 fect eons Generalized Visceral failure 
etsy ying cause last. a 
z 4G 5 a . Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19.. ood ead 
zg3e CONTRIBUTING TO DEATH | 
gas Advanced age ves] NO FS) 
8 i 
Ge o 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part I! of item 1B.) 
z = OR CONTRIBUTING CJ CAUSE OF DEATH 
< (IF EITHER, NOTIFY, MEDICAL EXAMINER) 
Z f20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
» ‘ 
= 
= 
° 
Zz 
a 
r4 
é 
2 
3 
< 
« 


ned by the hospital or attending physician. 


& TO FUNERAL DIRECTOR: After this certifi 


2s 
heel 
ceo 
ae 
25 
a 
$y 
£5 
ae 
58 
32 / 
U 
a) 
7 
5 
£0 
—e 
‘Seg. 
an 
as 


. 22b. DATE 
A heer Ort mo. [PNe NS gy  Blitcror OV. ifia/Go 2 
2 Hi2d NAME ies 22d. ADDRESS 
r ) J.P. Hallinan, M.D. 140 Bedford Street, Cumberland, Maryland. 
3 3 230, BURIAL, hyd 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (State) 
ze Biviat” | 4/13/60 SS. Peter & Paujts Cumberland, Maryland 
2 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
vents iy H. Wayne George Cumberland, Md. pareAPR 1 8 60 Outhun £ Kinsse 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4115 CERTIFICATE OF DEATH v4034 


Reg. Dist. No. 


~ 
3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
é °. A ’ Maztiae, 0. STATE b. COUNTY ; 
A A gany Ls Lend ecany 
= b. CITY OR TOWN (IF outside corporote limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN? {If outside corporate limits, write RURAL and give Rearesiown) 
z RURAL ond give nearest town} wv, 
$ é 
eS ostburg 6 days Grahamtown- 
a A d. NAME OF HOSPITAL (if not in hospital, give street address} d. STREET ADDRESS e. IS RESIDENCE 
% € < OR INSTITUTION / ON A FARM? 
/ ligarse Hospital 7'7_Arms trong "SON 
: 3. NAME OF First Middle last 4, DATE Month Doy Year 
DECEASED OF 
theecr ein MARTHA VERONICA MONSEN DEATH 4 2 
S. SEX 6. COLOR OR RACE |7. MARRIEDK] NEVER MARRIED Dy | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) Min, 
P W wipoweo [] pivorceo T] | 4-4-1888 Tey. 


Wa. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY. 


11. BIRTHPLACE (Stote or foreign country) 
during most af warking life, even if retired) 
Own home 


Westernport,Md. 
14. MOTHER'S MAIDEN NAME 


Margaret McGuire 


INFORMANT Address “ 
e* Grahamtown, Md. 
LUT? 9 g 


1 INTERVAL BETWEEN 
ONSET AND. TH 


12. CITIZEN OF WHAT COUNTRY? 


Housewife U.S.A 


13. FATHER'S NAME 


Patrick Griffin 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, 90, oF unknown) (IF yes, give wor or dates of service) 
No | one None 


18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), and (c)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


er death. 


wa) 


Then pleose remove carbon papers. Pages } ond 2 should be 


The low requires that the death certificate be executed within 24 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician ond completely filled in' by the funeral director, 


. 
ry 
& 
€ 
£ 
= 
E 
: DUE TO 
<2 ions. if ony, which 1 
E gave rise to immediate 
gc cause (a), stating the under. ( OUE TO 4 
eS =0 lying couse lost. fe) 
sise mrinperese etl, 
B85 ° ®) a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia} wwilwas aurorsy 
a> = 9 - 
£.s$ 4 vss) 4 
ao29 0 oC 
Pee = ]200. ACCIDENT WAS UNDERLYING []__]|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
pe ix 
ASG 8 B |i citer NOWeY wEDICAL EXAMINER) 
agve u 5 
cf ; = 
2otes & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} {County) {State} 
>5 9s 8 Hour o. m. While Not while foctory, street, office bldg., etc.) i 
zpE?§ = p.m. 19 lat work [1] ot work ‘ 
eases Fz 
z 3 Ped 2). | certify that | attended the deceased framZZf2t~. eS, Aa) ta. Lf ra Lb... 196 Ahat | last saw the deceased 
o2£ced x! — 
Zow0 5 alive an_ on 2.19.0, ff that death occurred a /49JIM, fram the causes and an the date stated abave. 
ws oa ie 
Eo Bo ) ADDRESS (Street, city op fdwn, stote} DATE SIGNED 
<200 ACTUAL Pad * 
«pes SIGNATURE AA M.D. 
coDa Fi 4 CY 
P6425 PHYSICIAN'S f J 
pace name ites ~A/{)_ 207 — £4 Af 
mS 3 re = 
3 B2°°P TE peat 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 
erPoD my q 
ee ge Burial 4-29-60 St. N 
e " UR 
‘3 \ 23, FUNERAL DIRECTOR'S SIGNATURE 17 9 fe yp APE Home ab~ REGISTRAR'S SIGNATURE 
VSAIS (4) g V rd Hi! a : oe) 
1SM 9/58 Vy puteh fr, trnligar 2 fain, Frostburg, Md Cnkten & Haas 


1 j" MARYLAND STATE DEPARTMENT OF HEALTH 
—p- . DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ‘ 4 0 3 
er 4083 CERTIFICATE OF DEATH 4035 
& 3 = ae “\. [. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insitution: Residence before odmision) 
& oO. o. b. Col 
“3 M )| °ACCEGany maniano |! MARYLAND MN Lecany 
€ Be b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporole limils, write RURAL ond give nearest town) 
a o RURAL ond _give neorest town) - 
TES CUMBERLAND CRESAPTOWN 
me o i d. NAME OF HOSPITAL (If nol in hospito!, give street oddress) y d. STREET ADDRESS e. IS RESIDENCE 
oa salad OR INSTITUTION ON A FARM? 
ami tp Bhai soem 
£6 . Last 4. DATE Month Day Yeor 
ny -. DECEASED» OF 
23 é (Type or print) _ SAMUEL B MOON DEATH APRIL 18 196) 
a ~oo S. SEX 6. COLOR OR RACE |7. MARRIED[-] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (in years {IF UNDER 1 YEAR| IF UNDER 24 HRS. 
B= IGS lost birthdoy) Moni Hours 
eras MALE WHITE —_|wwowet) _ovorceog) | SEPTEMBER 5, 1888,_71 =|" 
Eady 100. USUAL OCCUPATION (Give kind of work done]10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ges during most of working life, even if retired) ARR S. UsSeA 
zee Retired Blacksmith |Coal Mine ‘ Schell,W.Va eSehe 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


JACOB MOON K&NES ANNA OINNIT 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes #0. oF unknown) (IF yes, give wor o dates of service) 
No No 16-01-)860|_ 


18. CAUSE OF DEATH [Enter only one couse peryjine for ja}, (b}. ond (<).] 
PART |. DEATH WAS CAUSED BY: 7 - e ky 
IMMEDIATE CAUSE (ae pte be PRA 
\ ; 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove ci 


the State Board of Health prior to burial, crematian, ar remaval, and in any event, with 


p_& ) DUETO / ) 
Cahditions, if ony, which oh Ath. 2 i 
gove rise to immediote cs 
DUE TO a" 2 


couse (0}, stoting the under. 
lying couse lost. ‘) 


Paet Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Sa he 
: s nog 


200. ACCIDENT WAS UNDERLYING 1] 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, Doy, Year 
Hour 0. m. 


20d. INJURY OCCURRED 


While Not while 
jot work [] of work [] 


‘2e. PLACE OF INJURY (Home, farm, T 20% AGiy or town) 
foctory, street, office bidg., etc.) | i 
H 


MEDICAL CERTIFICATION 


234, AMn the £ouses 


ATTENDING MED. STAFF 
sc Zee M.D. | PHYS. DIRECTOR PHYS. 


R ATTENDING PHYSICIAN: The Jaw requires that the death certificate be executed within 24 


ed by the hospital or oftending physicion. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


page 3 should be detoched for use as the burial-transit permit. 


¢ 72d. ADDRESS - ; 
.y Cat ie. rent: hee role Lee /_ 
Fs cs 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) 
oF 4 Loc 
e ADDRESS. "D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


a 


ats. 
aa 


pate APR 21 ‘60 Cntban £ Fiesae 


=> 
© 

a 
Ss 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE }, MARYLAND iy 4 0 3 6 
Ng CERTIFICATE OF DEATH 
. PLACE OF DEATH a 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


o ata LLEGA NY MARYLAND o. *MARYLA ND b. COUNTY 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) = 
MB 13% HRS. 2 CUMBERLAND 


RLAND 
d. NAME OF HOSPITAL I jn hospital, give streqt oddress) fd. STREET ADDRESS e. IS RESIDENCE 
MEMOR Al MEMORIA HOSE TAL ‘321 NORTH CENTRE STREET Rie pon 


e 


= 


ofter death. Page 4 


oOo 
oo 


q 


* 


d in’ by the funerol director, 
Poges 1 ond 2 should be filed with 


NAME OF First Middle lost 4, DATE Month Day Yeor 
DECEASED OF 


(Type or print) ELE. A NOR H MORLEY DEATH 19 60 


S. SEX 6. COLOR OR RACE |7: MARRIED [-] NEVER MARRIED [] | B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER T YEAR] IF UNDER 24 HRS. 


FEMALE WHITE wipowen X] pivorceo JANUARY 11880 "Bo. ‘ee 


100. wage ee bag kind e ea 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ‘or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
SUE SE AUON Gi Stel at 
Housekeeper At Home CUMBERLAND, MARYLAND U.SeAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Harry HENRY HORN FRANCES RIDENOUR 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16, SOCIAL SECURITY NO. |17. INFORMANT Address 


Ps +R MEMORIAL HOSPITAL, CUMBERLAND, MD. 


\ 


No 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (¢}-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 2 
IMMEDIATE CAUSE (0) Doete Z 


DUE TO 


vg 


/y 
4 


Then pleose remove corbon popers. 
|, ond in ony event, within 72 hours ofter death. 


COnditions, if ony, which we 

gove rise to immediote 

couse (0), stoting the under. (| DVETO 

lying couse lost. (e) 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. pea ee 


yes] No[] 


= 
a 
£ 
= 
= 
2 
2 
5 
3 
8 
g 
3 
® 
a 
2 
9 
8 
€ 
S 
8 
= 
3 
8 
3 
8 
"3 
7) 
4 
$ 
3 
z 
s 
x 
2 
° 
2 
= 


te hos been signed by the ottending physicion ond completely fille: 


poge 3 should be detoched for use os the buriol-tronsit permit. 


200, ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. Ww ot work [] ot work [] H 


21.1 certify that (I) (this haspital Al PLE, taW 22, 7 ES. ----- 195, that (I) (we) last 
saw the Gecsasad lye) an. and that death accurred O00 MMram thé causes and on the date stated, abave. 


Pv. Date 
ATTENDING MED. STAFF NED 
M wlan Moe PHYS. aah mel oe 
> 


22d. ADDRESS 
me 


MEDICAL CERTIFICATION 


ed by the hospitol or ottending physicion. 


JOR ATTENDING PHYSICIAN: 


ne 


‘ Al 
Abed aged LEO H. LEY 
23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
mie 1/23/60 Rosehill M eum Cumberland 
: 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
Baureet : Ruth E. Silcox Cumberland Maryland DATE gop 2-6 ‘60 Cailun £ Feassh 


moy ber 
TO FUNERAL DIRECTOR: After this certifi 


the Stote Board of Health prior to buriol, cremotion, or removal 


TO HOSPi 


~< 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4124 CERTIFICATE OF DEATH : s 


~ os = 
& 33 1, PLACE OF: etd 2. een (Where deceosed lived. If institution: Resi i 
= £8 e ALLEGANY MARYLAND || ° MARYLAND » county ALLEGAN Bs 
£5 8 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
es CRE ART LIFE X___ECKHART 
5s =3 
= 2 te ital, gi 5 }. IS RESIDENCE 
= 2 =: " d SRIIECHURON {If not in hospital, give street address) / d. STREET ADDRESS e. RA PARM? 
tes) yes 2] Noga 
ete 
ge 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
o BAe (Type or print WAYNE WILLIAM E. MYERS beam APRIL 16 1960 
a= 
£ Sas 5. SEX 6. COLOR OR RACE |7. MARRIED Bg] NEVER MARRIED [] | 8. DATE OF BIRTH 9. we {In ge IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 st. 
et S sé MALE WHITE |woownQ pworceo ] |JuNe e 13, 1900 1900 ciel 
2 = 8 ¢ 10a. aes OCCUPATION (oe kind “y Sioa 10b. KIND OF BUSINESS OR INDUSTRY} 11. hee (Stote or foreign LY 12. CITIZEN OF WHAT COUNTRY? 
3 5 ing life, even if retire 
, Ges “SENT TOR BALLISTIC PLANT MARYLAND U.S.Ae 
sate 4 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 24 JOHN D. MYERS CATHERINE GOODMAN 
5 od . 
2 é ne WAS ee —, CS. eee ron 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
= ate fes, 0, or unknown) {If yet, give war ar dates of service) 
aaa 213-09-642 MRS. ORA S. MYERS, ECKHART, MD. 
AEB 5 
3 3 2 = 1B. ona — oman < per line for (0), (b), ond (c).] INTERVAL BETWEEN 
eae a5 ~ DEATIMMEDIATE Cause ()ACUte left ventricular failure sudden 
= Sores Y r4 ie purro Myocardial fibrosis, coronary arteriosclerosis, 
3 hy 
=f P23 Conditions, if ony, which wy __2eft ventricular hypertrophy 2 
3p ze Gove rise 10 immediote {1 T. 
‘ 48 : 
59s 2s cause {0}, stating the under- 
Serer lying couse last. «Diabetes mellitus 
© bce, ay egscouie lat. 
30 $ 5 a $ Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}/19. ee 
2Bso2 is e 
S205 yes] NO 
20605 A 3 Bis 
Foot 2s ( = ]20c. ACCIDENT WAS UNDERLYING ()__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.} 
Z25s25 V & | OR CONTRIBUTING C CAUSE OF DEATH 
ag = 3 © [CF EITHER, NOTIFY MEDICAL EXAMINER) 
2 3 $55 § [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
So eee a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
zs2°2 Ss p.m. 19 Jot work [] at work ([] H 
OR .es ! g 
z Be Bare / 21.1 certify that (I) (this rose) \ rege the pees fram.__=© 2 Ck >t ta. aa 19.60 that (I) (we) last 
2324 
2 ri = 35 saw the decgased alive an.“ S/ _______ £0 and that death accurred at_OP M, fram the causes and an the date stated abave 
Fe 
He6e Dp 22, DATE 
x20 55 Cee a ee 4/18/80" 
«y pee 3 yh .D. . R 
OeaDe ePHTSICIAN 'S 22d. ADDRESS 
EQa= — 
> NAME (Tj FS ~ 
@: DR. AVUBL JACOBSON 50_PERSHING ST., CUMBERLAND, MD._ 
te ee | a 2. SE a ee ee Se ee 
Fa 2g ‘2 2 ‘23a. BURIAL, CREM JOR, 23b, DATE THEREOF 73c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar caunty) te 
>D oO L ify) 
ofott BUR TALE” | 4-19-1960 ECKHART, MD, 
~ re Q 24. FUNEBAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY e060 2Sb, REGISTRAR'S SIGNATURE 
0 
VR AI5 (4) 
re AIS (4 . ‘ FROSTBURG, MD. Dare 


Y 


a. 


din by the funerol director, 
1 and 2 should be filed with 


te be executed within a after death. Poge 4 
id 


ico 


The law requires that the death certifi 


R ATTENDING PHYSICIAN 


may be refained by the haspitol ar attending physicion. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion ond comp 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 haurs after deo! 


page 3 should be detoched far use as the burial-tronsit permit. Then please remave carbon pi 


TO HOSP! 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10 


CERTIFICATE OF DEATH 


4 | 2 H Reg. Dist, No. 
1 Le Aaa 2. DEAR IOINCE: (Where deceosed lived. If institution: Residence before admission) 
ib bei b. COUNTY 
Allegan ec) ahaa ‘Land Allegan’ 
b. CITY OR TOWN {IF outside corporote limits, write | c. LENGTH OF STAY IN 1b . CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) lif as 
e Mt. Savage 
d. NAME OF HOSPITAL (if not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ves] NOL 
3. NAME OF Fiest Middle Lost 4. DATE Month Day Yeor 
DECEASED *. OF 
fee i BARBARA ANN NEDER bam April 9, 19 60 
$. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | & DATE OF BIRTH % AGE (In years IF UNDER 1 YEAR|IF UNDER 24 H 
lostyhiphdoy) [Months] Doys | Hours] M 
Female White |wnoweg) word |Apr. 18, 1883 70 
100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired} 


housework 
13. FATHER’S NAME 


Phillip Lapp 


own home 


Maryland 


14, MOTHER'S MAIDEN NAME 


Anna Everline 


USA. 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yeu, no, oF unknown} | (it yes, give war or dates of service) 


16. SOCIAL SECURITY NO. 


Address 


Mt. Savage, Md. 


INFORMANT 


none Raymond Neder, 


1B, CAUSE OF DEATH [Enter only one couse per line for {0}, (b}, ond {c)-} 
Coronary Artery Heart Disease 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {0}, 


INTERVAL BETWEEN. 
ONSET AND DEATH 


a a er DUE TO 
gst ~ ‘ + = * . 

Conditions, if ony, which w__Arteriosclerotic Heart Disease 

gove rise to immediote 

couse (o}, stoting the under. ( DUE TO 

lying couse lost. ©. 
a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. ae at 
= a ts ve 
$ NONE ves] NO 
= {20a. ACCIDENT WAS UNDERLYING []___| 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture’of injury in Port | or Port Il of item 18.) 
& ]OR CONTRIBUTING C1 CAUSE OF DEATH 
O | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) {County} {Stote} 
5 Hour 0. m. While Not while foctory, street, office bldg. etc.) ! 
=: pm. 19 Jot work [I] ot work [J ! 


21. | certify thot | attended the deceosed from_August_ 


PHYSICIAN'S 


NAME (Type) Martin M. Rothstein M.D. 


19.58 , to 19.60,that | last saw the deceased 


_., ond that death occurred at, 27 2M, from the couses and an the date stated obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


=. te RORY ies Mae ee bs oe 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOVAL (Specify) 


‘2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote} 


Burial 4-12-1960 5 reorge Ep emetie M aveage, Md 
'23/ FUNERAL DIRECTOR’: SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR 24b. REGISTRAR'S. eye URE 
xT. R cA Frostburg, Md. Date pA 1 3 ‘60 Coton mal 


A 


ofter death. Poge 4 
by the funerol director, 


ond 2 should be filed with 


é 


6 


Pages 


_ MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


498 


yds 


1, PLACE OF DEATH 


* CALLEGANY 


MARYLAND 


eo a {Where deceased lived. 


If institution: Residence befare admission) 


eras » SONTLEGANY 


b. (Sins OR TOWN aul autside carporate limits, write 


‘seri 


c. LENGTH OF STAY IN tb 


3 DAYS 


_& CITY OR TOWN (IF outside corporote limits, write RURAL and give neorest tawn) 


“CUMBERLAND 


d. NAME OF HOSPITAL {ft ti ital, gi d. STREET ADDRESS . 1S RESIDENCE 
Or insrmuTiON  MEMORTAL: “HOSP TFA * ON A FARM? 
WARWICK & MEMORIAL AVENU! 221 SPRINGDALE STREET ves FE] Noy 
3. NAME OF Fi ic 4 
DECEASED ‘irst Middle lost ii Month Doy Year 
(Type or print JENNIE ie NIXON DEATH APRIL uF 1960 
S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J | 8. DATE OF BIRTH Fy Spo IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fost birthday’ Month: in. 
FEMALE WHITE — |wivoweo fg] —soovorceo] | MARCH 21 1880 Bo”: “a age Mach iy 
100. Vee ee eTON (eee kind a wark dane] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State ar foreign country) 112, CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retired) 
arid ow iitic Gn horas OLDTOWN, MD. U.SeAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
DU_VALL 


Then pleose remove corbon popers. 


OR ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 g 


ned by the hospitol ar ottending physicion. 
TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physician ond completely fille 


poge 3 should be detoched for use os the buriol-tronsit permit. 


may be '™ 
the Stote Baord af Health prior to buriol, cremation, ar removal, ond in ony event, within 72 haurs ofter death. 


TO HOSP! 


a 


=< 
as 
=> 
2 

a 
35 


1S.; WAS DECEASED EVER IN U. S. ARMED FORCES? 
{¥4h. 90, oF unknown) | (F yes, give war or dotes of service) 


No 


16. SOCIAL SECURITY NO. | 17, INFORMANT 
cine MORTAL HOSPITAL 


Address 


CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), ond (c)-] 


INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED 8Y: j 
IMMEDIATE CAUSE (a) Ui? 72 tral b bp Pen Prnse Loe 
wy DUE TO E c 
Confditians, if onys which the oe > te Ley Dae bt f 
gove rise to immediate 
cause {a}, stating the under ¢ OVE “ t/ 


lying couse last. a) 


Before oe ea 


- Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
2 E 
g E- eO 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il af item 18.) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
G | {IF EITHER, NOTIFY MEDICAL 
S |2%0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (State) 
i) Haur o. m —_—s lat while factory, street office bidgr—ete} | & 
= p.m. 19 [ot work D ot work 
7 + . a 
21.1 certify that (I) (this haspital) attended the pe fram...__*f/. 2- ____. my Fee AO Me SL, Sal Y, OSD 19? at (I) (we) last 
saw the deceased glive an___‘/ / ¢/____19 ©, and that death accurred at ie 30 Rh to the causes and an the dgte stated abave. 


220 SIGNATURE“ 


M.D. 


YY Zz Cae SIGNED 


ATTENDING STAFF 
HYS. PHys. 1 


MED. 
DIRECTOR O 


Mes beoces Rie 
22c. PHYSICIAN'S. 
NAME TPE) OR. SG. WEISMAN 


ra d_ ADDRE! S 


23a. BURIAL, EATON: 23b. DATE THEREOF 
REMOVAL. 
Burial” | 4-8-60 

24, FUNERAL DIRECTOR'S SIGNATURE i 
Jauwes F, Scarpelli 


‘23c. NAME OF CEMETERY OR CREMATORY 
Davis Memorial Cem. 


cumberland,Md. 


, tawn, oF county) 


Cumberland, Ma. 


250. REC'D BY REGISTRAR | 25b. Cua ‘S$ SIGNATURE 


pate APR 1 1 "00 COnttug £ Focoah, 


(State) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18, 3.(14() 
4086 CERTIFICATE OF DEATH are ii ree 


1 Lone eee 2. ri “tte (Where deceased lived. If institution: Residence before odmission) 
°. 


b. COUNTY 
e geome LEE pose Heogu 
pb city or TOWN (If outside dorporote limits, write | c. LENGTH OF STAY IN 1b €. CITY OR FOWN (IF outside corporote limits, write RURAL ond giverhearest town) 
pra ‘ond give nearest town) 2 af 
1m Dey mMbePYlau 


x d. NAME che [poet {If nat in hospital, give street address) far ‘STREET ADDRESS @, IS RESIDENCE 


| are tat rick _S: Va12 Lrederick St. | ears 


First a Lost 4. DATE Month Day Year 


Nae oF Be j 
(Type or print) Vin OUR rke DEATH Wz vel 10 1960 


5. SEX G, me CE 7. MARRIED [LY/NEVER MARRIED ["] ]@. DATE OF BIRTH %. AGE (Id yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 
urthday) | Manths| Do: 2 
Male Jit _\wooweoty —_ovorceongy | Feb. /4, /F/3 | BEF n.[Mem] Om | Ren] me 


100. Pine OCCUPATION (Give kind of work done| {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ting most of working life, even if retired) 
Sot Celenes¢ My and, Mavylad U.SA. 
13, FATHER'S NAME r 14. MOTHER'S MAIDEN NAME Cc f 
Patrick O'Rourke Elizabets M< Mahon 
1 eS ST Sa Ie 16. SOCIAL SECURITY NO. }17. INFORMANT ~ Address 
ee [eee | 214-07-281S | Elizabeth 0.0 fourke Cumberland, uA 


| [le CAUSE OF DEATH [Enter only one couse per lipmfor (0), (bl ond (] INTERVAL BETWEEN 


PART i. DEATH W, ‘AUSED BY: . cs 
TMMESIATE CAUSE fo vRo Ww Oe¢crv SioW So mw. 
20, / DUE TO 


Conditions, if ony, which rs 
gove rise to immediote 
cotse (0), stating the under. ( CUETO 
tying couse lor. t 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
ves) NO 


ith 


y the funeral director, 


s 


1 and 2 should b 


Then please remave carban pape 


the registrar priar ta burial, cremation, or remaval, and in ony event within 72 hours ofter deat! 


The law requires that the death certificate be executed within 24 h=4es after death. Page 4 


10a. ACCIDENT Ne riebenees {aj 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


i 
20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, 1 20f. {City or town) (County) (State) 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jat work [7] ot work 1 


MEDICAL CERTIFICATION 


21. | certify that | attended the deceased from...“ - IW@e, ta. - 19.%_SAhat | last saw the deceased 
192_______, and that death occurred at LES <LM, fram the causes and on the date stated above. 


d DATE SIGNED 


ed by the hospital or attending physician. 


OR ATTENDING PHYSICIAN: 


a 


TRSEANS Caan fe INSFIEKO MO. : 
720. BURIAL, CREMATION, 7%. DATE THEREOF F ‘Zc. NAME OF CEMETERY OR CREMATORY - 2d. LOCATION ‘ie town, or county] {Stote) 
foril . /9b0\8S foter rfid lemeéfer umberlau mM 
23. FUNER, DIRECTOR'S. SIGNATUR! ps 24a, REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 


page 3 shauld be detached far use as the burial-transit permit. 
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moy be 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND Vi] 4 Q) 4 1 


4116 CERTIFICATE OF DEATH 


el 


DECEASED 
(Type or print) 


Id Mae Porter | am 


6. COLOR OR RACE |7. MARRIED IX] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF ONDER 24 HRS. 
last birthdoy) [Months] Doys Min. 


White wiDoweD [] pvorceo] | Tune 30tt 188% 25 Hi 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


Housewife Own housework 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Jacob Brown Helena Hobell 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥as, no, or unknown) | IIf yes, give wor or doles of service) 


1B. CAUSE OF DEATH [Enter only one couse per Jine i a (by and INTERVAL BETWEEN 


T 
PART I. DEATH WAS CAUSED BY: ra 
IMMEDIATE CAUSE (o} 


A DUE TO 
Conditions, if ony, which (b) 
gove rise to immediote 

couse (0}, stoting the under- ( DUE TO 
lying couse lost. ( 


19 60 


ly filled in 


Y cf 
ene 1), PLACE OF DEATH 2. UsuAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
& gy a i MARYLAND Bios peer 
5 Allegany I Maryland 
= re) b. CITY OR TOWN (IF outside carporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
"4 ° = RURAL ond give nearest town) Me t 
ie rostburg 4. Weeks 7 Eckhar 
2 g2 d. NAME OF HOSPITAL (If not in haspital, give street oddress) d. STREET ADDRESS ©. IS RESIDENCE 
o +4 6) OR INSTITUTION / ON A FARM’ 
oO 
:: 3 J ' yes [] NO 
an 3. NAME OF First Middle Lost 4. DATE Month Day Year 
4 
= 
“ a 
8 
; 2 


dr death. 


aoe 


icate be executed within 24 fas 


Then please remave carban 
|, ar remaval, and in any event, within y; 


Paar Il. OTHER SIGNIFICANT CONDITIONS CON’ IG TO DEATH BUT NOT RELATED TO THE TERMINAL DiSEASE CONDITION GIVEN IN PART I(0)}19. WAS AUTOPSY 


PERFORMED? 


Ys yes] NOP 
200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


|, cremation, 


The law requires thot the death certifi 


20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED 


Hour 0. m. While __ Not while 
p.m. jat wark [7] of work 


‘20¢. PLACE OF INJURY (Home, i ie (City or town) (County) (Stote) 
foctory, street, office bldg. etc. 


MEDICAL CERTIFICATION, 


196.0, thot (1) (we) last 


fe couses ee an the dote stoted above. 
22b. DATE 


ATIENDING, MED. STAFF S/23"! 
. | PHY: Director C]_ PHys. C) 


f 22d. ADDRESS 
H. C. Diehl, "| 39 W. Main St.,Frostburg, Md 


Za. SIGNATURE 


ed by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and ¢ 


JOR ATTENDING PHYSICIAN 


2c. PHYSICIAN'S 
NAME (Type) 


page 3 shauld be detached far use as the burial-transit permit. 


the State Board of Health priar ta burial, 
me 


3 3 23a, BURIAL, Hee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ‘23d. LOCATION (City, town, or county) (State) 
~ irt ry] 

-f Buriat” | 4-24-60 Eckhart Cemetery Eckhart, Md. 
- 24, FUNERAL mor re) IGNATURE ADDRESS 250. REC’D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


Als (4 
SM 9/59 \¢ 


as 
B 


Onthun £ Fiasr 


i ys ipa ~~ Frostburg, Md. pate APR 2 5 ’60 


1 l, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 19;4(}42 
4087 CERTIFICATE OF DEATH nis. wus 


< ce 
% te ra 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insitulion: Residence before edmision} 
i } ae 0. STA b. COUNTY 
ess ) je Maryland Alle gany 
= 3 ca b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN [IF autside corporate limits, write RURAL and give nearest town} 
8 RURAL ond give nearest town) +s 
‘ake = CumberLand 11 days [ane Cumber] and 
2 2 d. NAME OF HOSPITAL (If nat in haspitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
o =A 74 OR INSTITUTION 7 ON A FARM? 
i sv CG. Sacred Heart Hospital 470 Baltimore Ave. ves] NOE] 
. o 3. NAME OF First Middle Last 4, DATE Month Day Year 
= DECEASED. Bui 60 
3 {Type ar print) Albert Roy Potts DEATH 4 23 9 
s 5. SEX 6, COLOR OR RACE |7. MARRIED SE RNEVER MARRIED [_] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= lost birthday} [Months] Days | Hours] Min. 
Male wh wivoweo [] pivorcep [] rs 
¢ 10a. USUAL OCCUPATION (Give kind of work done]10b. KIND OF BUSINESS OR INDUSTRY [1]. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 during most of warking life, even if retired) ‘ ‘ P | 
8 ae K#S Tire Co, Inglespith, Pennsylvan sa 
5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
S 
2 Johnathen Pott Amanda Purcell — ee 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
f (Yer, no, oF unknown) {If yes, give war ar dates of service) 
NO | Chart. 


1B. CAUSE OF DEATH [Enter only one couse per lin 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


"4 DUE TO 


INTERVAL BETWEE| 


West AND DEA 


Conditions, if ony, which (bh 
gove rise ta immediote DUE To 


cause {a), stoting the under- 


The law requires that the deoth certificate be executed within 24 


poge 3 shauld be detached far use as the burial-transit permit. Then please remave carbon popers. 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician ond completely filled in by the funeral director, 


3 
= 
= 
5 
: 
FH 
> 
5 
c 
5 z V } lying couse lost. {ec} 
S as iS Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO B&MTH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART "i WAS AUTOPSY 
FS ° > 
4 3 is Yes [] NO 
a 8 3) 
2 5 f* & [ 200. ACCIDENT WAS UNDERLYING 1] _[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Sie a = 
zs cL \ | & JOR CONTRIBUTING TD] CAUSE OF DEATH 
a a & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2% 5 & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) {Caunty) (tote) 
= 8 oS rt Hour oo. m. While Nat while foctory, street, affice bldg., etc.) i 
a5 § S p.m. 19 lot wark [] ot work [J 2 i 
JES & 5 val 7 j 
ze a 21. | certify that | attended the deceased fram. LH M2 )/ 19. LD Cape’ LB 19, hat | last saw the deceased 
ofzse ‘ Ps) 
Zo 2 alive an________ J pada 4 La, 19. /_, and that death accurred at / , fram the causes and an the date stated abave. 
r= a /) ADDRESS (Strgetcify ortawn, stafe) DATE SIGNED 
rary = ACTUAL @ 
= 2 SIGNATURE.<f © \ APE i MO. ER eed en fet HAT AL 
¢ & 
q 5 PHYSICL / 
Paes NAME (Tye#_Dr, |. Johnson A tg iG Green Binest= 2-2 = 
= 3 . 
5 2 . To. De Sas eADATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (State) 
: if eae Pe ae i 
= ORF 9 RUSTAT” | 4/26/60 Fairview Christian Cem |Near Artemas, Pennsylvania 
° = 
4 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
John J. Hafer, Cumberland, Maryland DATEADR 2.6 ‘60 Cnithan § Faia 


=< 
BS 
=> 
RG 
as 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4043 
LOS8 CERTIFICATE OF DEATH 


oma 


Reg. Dist. No. 


atl Bee 
% « 1, PLACE Ree 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
é wears Allegany marviano || °F Maryland bcounTy 4 llegany 
é b. CITY OR TOWN {if outside corporote limits, write LENGTH OF STAY IN 1b © CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town} 
3 RURAL ond give nearest tawn} 
% 52 Cumberland 3/24/60 X___ Gumberland 
2 ‘2 d. Degas 2 EN (If nat in hospital, give street address) d. STREET ADDRESS: e. 1S Are 
Seon WOT Allegany County Infirmary / RFD #2, Williams Road | ino yg 
nod 
. 2 
o . NAME OF First Middle Lost 4. DATE Manth Day Year 
co DECEASED OF 
% {Type oF Print Earnest D. Rice oratH = April 8, 19 60 
5 


5. SEX 6. COLOR OR RACE |7. MARRIED ["} NEVER MARRIED JX] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
‘gst birthday) [Months] Days Min, 
Male White |wowd _worceo | 7/4/1880 yn. 


Wa. USUAL OCCUPATION (Give kind of wark done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


‘ta. 
_— 


during mast af warking life, even if retired) 
Retired - Farmer Farming Maryland Ue Se Ac 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George W. Rice Helen Youngblood 
bs hice SAGE USNIED [* ae SECURITY =a INFORMANT POBox 599 address Cumberland,Mde 
one 


Allegany County Infirmary Records 
1B. CAUSE OF DEATH [Enter only one couse per line, for (0), (b), and (c).] oe i INTRA BETWEEN 
Attuutsht ¥ 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


Then please remove corbon popers 


Li tee) DUE To 
7 * A‘ of 
Conditions, if any, which (by 
gove rise 1a immedioie( 16 ra 
couse (o}, stating the under- fy, be. 
lying cause last. (c} CHA A AK CLV 


5 Past 1, OTHER SIGNIFICANT CONDITIONS,CONTRIBUTING TO DE JOT RELATED TO MINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
& = cee aA oe ee ALCOVL AGL Boca, yes] NO 
© [200. ACCIDENT WAS UNDERLYING O)__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
& {OR CONTRIBUTING L] CAUSE OF DEATH 
6 | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
& [20c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
a Hour 0. m. While ‘Nol sstfele foctory, street, office bldg., etc.) | 
2 pom. 19 lot work [J of work [7] i 
21. | certify that | attended the deceased from,___3. fan {ae a eee , to_ Hf Os O% Oe , 19___,that I lost saw the deceased 


R ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 


alive on. /7/60 , and that death occurred ail 3 30Am, from the causes ond on the date stated above. 
D 


12. 
v3 = a4 ADDRESS (Street, city or town, state) DATE SIGNED 
SS NATURE ! Ge CLk-Cha.0- _ 9 Greene Ste hy. de a h, {8/60 ___ 
i r. James E. McLean Cumberland, Md. 


bad 


moy be rardned by the hospitol or attending physicion. 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottending physicion and completely filled in by the funerol director, 


page 3 should be detoched for use os the buriol-tronsit permit. 
the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter deat! 


& Zo. BURY RaEMeTON, 2b. DATE THEREOF Qc. NAME OF CEMETERY OR SaaGRT ae Tale Tad. TOCATION Tein, town, or sony {State} 
= eyere” |april 10,1960 Mt. Herman Cemetery) Cumberland, Md. 

- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2dq, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS AIS (4 Byron Kight Cumberlend, Md. PATExnp 49 '60 Ce 


1 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, ' anda 
4089 CERTIFICATE OF DEATH omg 


Reg. Dist. No. 


= 


1. PLAGE OF DEATH 
gee MARYLAND. 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
°. - b. COUNTY f 
Va, em 4 


ey ees 
2 2 
8 % 
ge Aly Allegan 
£ Bs B. CITY OR TOWN {If outside corporate limits, write | c, LENGTH OF STAY IN 1b ©. CITY OR TOWN {If auiside corporote limits, write RURAL and give neared town) 
8 o4 RURAL ond give neorest town) 22 a 9 _ 2 
z Ww « 
3 2) mberLand ave Levels bX 
2 2 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
3 > = - OR INSTITUTION ON A FARM? 
ian 2 Sacred Heart ves no] 
. = 3 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
te DECEASED z OF % 
3 (Type or print) Gilbert C n Saville DEATH April 14 160 
é $. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
; o last acon) Manths[ Days | Hours] Min. 
Male White wiboweo [] pivorceo [] 3/23 oR Z ys. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life. even if relired) 3 L S Rae Vi G 3 i ve UseSehes 


ie FATHER’S NAME 14. MOTHER'S IDEN NAME j a 
/ uf = \ f 
QL (L201: S alle 
i¢ i WAS DECEASED EVER IN U. S. ARMED. se Sci 16. SOCIAL SECURITY NO. very te Address s 
ja, et skoown) (Eye, give war or dates of wie) | ; j Va U GC 
| 3b- SY. aH Lf high tthy/ CT ; 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) weeks 


492. | DUE TO 
Conditions, if any, which » Arteriosclerotice Cardio-vascular disease 8 years 


gove rise to immediate 
DUE TO | 


Then pleose remove corbon papers. 


the registrar prior ta burial, cremation, or removal, ond in ony event within 72 i death. 


cause {o), stoting the ynder- 
lying couse lost. ( 


The law requires that the death certificate be executed within 24 


3 Pat il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(a} 

)|s 
2 

- = 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 18.) 

& JOR CONTRIBUTING 1) CAUSE OF DEATH 
© [IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
B Hour o.m, While Nor while factory, street, office bldg., etc.) ik 
= p.m. Ww Jat work [[] at work [[] i 


After this certificate has been signed by the attending physician and completely fil 


R ATTENDING PHYSICIAN 


may be réramned by the haspital or ottending physicion. 
poge 3 shauld be detoched for use os the burial-transit permit. 


22. BURIAL CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Tad. LOCATIODY (City, town, or caunty} (Stote) 
OVAL (Specify) 0g v7 a ae ij yy r. SV 
ALG ALLY tthOL / A. CAVA. 


‘db. REGISTRAR'S SIGNATURE 


Cthua & Mink 


pa , 19. Oat | last saw the deceased 
a / alive ont = 13 cee val 2m, ram the causes and an the date stated abave. 
° > . A ADDRESS (Street, city or town, stole) DATE SIGNED 
g Withee Cena 4 ace wo 62 Greene Ste heltm60 

6: meats Ralph We Ballin, M.D Cumberland, M4 

< Gyee)_Ralp e Da asl a unber land, Lda ie ee ee 
z 
2 
° 
is 


Z2& TO HOSP! 


23. FUNERAL DIRECTOR'S SI are ADDRESS 2d4o, REC'D BY REGISTRAR 
an POW. Cd i ie 
SM 9/58 A ws 3 Lyejare MAY 2 '6 


cas 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 n 4 045 
’ % 
L090 CERTIFICATE OF DEATH 


Reg. Dist. No. 


Conditions, if ony, which 6 Seneraliph Cnttan sabia tr. 
i th i diote 
gove rise ta immedioe ( 9 


cause (a), stating the under- 
lying cause lost. {eb 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19, WAS AUIORSY 
yes] Nof] 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port II af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


f20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City ar tawn) (County) {Stote) 
factary, street, office bldg., etc.) ( 


Hayr a. m. While Not while 


lot wark [_] of wark 


MEDICAL CERTIFICATION 


7 es 
+ 22 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institutian: Residence befare admission 
8 8 
oes . COUNTY avian a. STATE b. COUNTY 
a allen West Virgini i 
£ 2. e b. CITY OR TOWN {If autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 
g s4 RURAL ond give nearest town) nik z 
7; z : >; < 
aces erland 9 days Ridgeley OdA~ 
2 22 d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
Sane ae AL, I OR INSTITUTION ON A FARM? 
2 ~ Ge : 
@: ; Sacred Heart Hospital 5 Potomac Street ves NO Bd 
t 26 3. NAME OF First Middle lost 4. DATE Manth Doy Yeor 
B- DECEASED * OF 
zs yea eripsny) Elizabeth ‘ Schaffer ay 
> 5. SEX 6 COLOR OR RACE |7. MARRIED [Sf NEVER MARRIED [] | 8. DATE OF BIRTH 9 ACCU EE a 
» 
24 Female White widowed []) Divorced [] 8/2/e1 58 yrs. 
eg 10a. USUAL OCCUPATION ( kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
so during mast af warking life, even if retired) 
Be Housewife Md. Ursa. 
es 2 13. FATHER'S NAME 14, MOTHER'S IDEN E 
‘Gher . 
Se 1prbinian ~ (2a a REAL) hacdrnan =, 
iO) ‘. (S DECEASED EVER IN U. S. ARMED FORCE: if ‘SOCIAL SECURITY NO. INFORMAI Address 
a 5 QA fes, gb, oF unknown) Jif yes, give war or dotes of service) 
Pe | Chart 
E38 18. CAUSE OF DEATH [Enter only ane couse per line far {0}, {b), ond {c).] INTERVAL BETWEEN 
rg PART I, DEATH WAS CAUSED 8Y: 7 
eS Se ss IMMEDIATE CAUSE (0 3 
ct 5 , ~ 
=e ‘5 ha «+ DUE TO 
a : a 
Ee) 
2 
3 
2 
oa 
© 
$ 
3 
e-) 
3 
2 
A 
3 
4 
3 
® 
$ 
= 
& 
< 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 


may be rercined by the haspital ar attending physician. 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs ofter death. 


poge 3 should be detached for use as the burial-transit permit. 


21. I certify that | attended the deceased fram _H (e.___..___., |\WOS_, toe =, Ghat | last saw the deceased 
ease |) | olive on -_ A eae ,19_@© _, and that death accurred ot. 74! , from the couses and an the date stated abave. 
° ADDRESS (Street, city or town, state) DATE SIGNED 
& ACTUAL a 
w SIGNATURE b 
a 
ai PHYSICIAN'S i 
we < NAME (Type! wn? 2 3) ae 5% G@regne Street 
Sse 70. BURIAL, CREMATION, | 22b. DATE THEREOF ic. AME OF CEMETE CREMATORY 22d. JOCATION (Cy, townyar caunty) (Stote 
95 YZREMOVAL (Spec SS boc, Loe 
2 a2 J LS EO Dpte Vier = SS We, 
2 ae 3. FUNERAL DIRECTOR'S SIG! A mS Q ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S STONATURE 
vA re Pee. (eae IY Pe Neageg 18°00 LO cathe 1 Hea 


tp- 


= 


© 
r 


s after death. Page 4 


g 


ely filled in by the funeral director, 
Pages | and 2 shauld be filed with 


s after death 


Then please remave carban papers. 


The law requires that the death certificate be executed within 24 
hysician. 


ing pl 


3 
a 
3 
o 
8 

2 
= 
5 
< 
8 
A 
= 
= 
a 
2 

iE 

3 
S 
2 
. 
o 
= 
S 
=) 
e 

sae 
< 
5 
3 

z-) 
8 

= 

4 
ro} 
a 
5 
g 

= 
és 
= 


OR ATTENDING PHYSICIAN 
ed by the haspital ar attend: 


TO FUNERAL DIRECTOR 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, witha 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSP 
may be * 


< 
x 
> 
a 


ea, 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


MARYLAND STATE DEPARTMENT OF HEALTH ¥ 4046 
4091 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intitution: Residence before admission) 
a. C MARYLAND b, COUNTY CG 


b. CITY OR TOWN (If autside carporate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (if autside corporate limits, write RURAL and give nearest town) 


RURAL ond BIRR RN 34 DAYS 02. CUMBERLAND 


d, NAME OF HOSPITAI tl spisal, give 52 | pss) d, STREET ADDRESS e. 1S RESIDENCE 
SESE MEMOR TAL BOSE TIRE / = | ee 


. NAME OF First Middle lost 4, DATE Manth Day Year 
DECEASED OF 


(Type or print) JOSEPH FRANCTS DEATH APRIL 2 1960 


5. SEX 6 COLOR OR RACE |7. MARRIED A] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
birthday) [Months] Days | Hours] Min. 


MALE WHITE |woowent ——oworceo | FEB. 26,1902 gi yrs, 


10. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Storskeaner BRO R, B LONACONING, MARYLAND U.S.A. 


tle 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


JOSEPH SCREEN JANET ROBERTSON 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, no, or unknown) (IF yes, give war or dates of service) 
705-05-li;9), | MEMORIAL HOSPITAL, CUMBERLAND, MD. 


No 


18, CAUSE OF DEATH [Enter only one cause per line far (0), & and (€).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEAT, 
__ IMMEDIATE CAUSE (a) fare Ww 


1 San @) DUE TO 


QO «/ 
Canditions, if any, which : Weadt yeas 
gave rise to immediate 

\ 


couse {a), stoting the under- 
lying cause last. 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTINE TO DEATH BUT NOT RELATED Tb THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
yess Nog 


200, ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) (State) 
Haur a.m, While Nat while factory, street, affice bldg., etc.) | 
p.m 19 lat work [7] at work [J t 


21. | certify that (I) (this hospital) attended the deceased fram___4¢=/7-+G@0_. 19___,.to_4-%5______, 1922, that (1) (we) last 


saw the deceased alive on. W=%.5.______ 19.@0, and that death accurred aha, fram the causes and an the date stated abave. 
22. SIGNATURE 22b, DATE 


* x ATTENDING MED. STAFF SIGNED 
GS nth 5 S= MD. BA_birector PHYS. CI Yr 2b sfey 
2c. PHYSICIAN'S = ae 


Noel ASIN We Ie erate aie ces x 441 Cort, DM ,. Cont hea) 


MEDICAL CERTIFICATION 


23a, BURIAL, Caen We; DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, at ‘ar caunty) {State) 


ers ae 1/29/60 Camp Ground Cemetery 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


Ruth E, Silcox Cumberland Maryland oare_APR 2 9 '60 Cathen S Hina 


MARYLAND | STATEDE PARTMENT, OF @HEALTH—BALTIMORE, 18 v andy 
4092 CERTIFICATE OF DEATH 


oad 


S ey Reg. Dist. No. 
a ia a eure 2. pane RESIDENCE (Where deceased lived. {f institution: Residence before admission) 
o °. b. COUNTY 
said MARYLAND 
et Alle gany 
= ° b. CITY OR TOWN [IF outside corporote limits, write | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
o 3 RURAL ond give neorest town} An 
2 
pages Cumberland Qdays o 
2 s d. NAME OF HOSPITAL (If not in hospitol, give street oddress) , d, STREET ADDRESS e. 1S RESIDENCE 
5 f. i | OR INSTITUTION f ON A FARM? 
- Obed Sacred Heart Hospital Z 1.27 Waverly Terrace ves] NOG) 
¥ 3. NAME OF First Middle Lost 4, DATE Month Day Year 
DECEASED OF 
(Type or print) s al DEATH 19 
3. SEX COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] |. OATE OF BIRTH AGE (in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


%. 
lost birthdey) [Months] Doys | Hours] Min. 


Oct 6,1899 60" 


‘emale 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE {Stote or foreign country) 
during most of working life, even if retired) 
Housekeeper At Home West Virginia 


WIDOWED Divorced [] 


EF. 


12. CITIZEN OF WHAT COUNTRY? 


Then please remave carban papers. Pages | and 2 s! 


5 
8 
= 
2 
3 
e 
2 
° 
FS 
> 
ee) 
= 
a 3 
c 
o> 
ae: 
LEE 
g 833 
S$ Bes 
g Sa% 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Oo es 
J oO o 
8 Bee Russell Stewart Fanny Stewart 
= Fas 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address 
Fe 
= ae (Yes. no, of unknown) {IE yes, give wor or dates of service) 
8 gts No | None 
= > < 
o eB 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
© §2s : ONSET AND DEATH 
BP SIS PART |. DEATH WAS CAUSED BY: yA fy pond 
epee IMMEDIATE CAUSE (0)__ Pee ee le 
ate nea 2 : ) DUE TO y 
eu Saad H of 
oa Conditions, if ony, which (o)_ Oe Le rw oe 
& BES gove rise to immediote 7 
Se See couse (0), stoting the under. ( OUE TO 
af ee =? lying couse lost. (¢) 
fibec a ee cous 
z es g5° ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o]/19. WAS AUTOPSY 
2sn0Fo = 
eas58 a) % yest] no 
= = y 
Fens = | 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
a. wae & | OR CONTRIBUTING L] CAUSE OF DEATH 
<eggs © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2szes & |20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Ssles 8 ie ee tie ‘dake foctory, street, office bldg., etc.) | 
EsE75 = pom. 99 Nvwark Galiot werk 
oes 
ze 21. 1 certi 4 attended the deceased fram... ~/ Se, 19. ta at I last saw the deceased 
Ses Sas 
oe x] 
Zee 3 Fy alive ee 2S , 1902 __, and that death occurred at_______. _M, fram the causes and an the date stated abave. 
Ee Os ADDRESS (Street, city or town, stote) DAJE SIGNED 
ESRC g 
ees VY. 
av 55 SIGNATURE i Be 4] 
ea2a [ 
Pa 85 PHYSICIAN'S 
pace NAME (Type) 
a a 
BRO J Z2c. NAME OF CEMETERY OR CREMATORY 
Ors es REMOVAL (Specify) 
zs ky 
E65 8s 
ene 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS BY REGISTRAR 
VS AIS (4) 


Ruth E. Silcox Cumberland oateAPR 1 2 ‘60 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 t 14648 


eae 
\y 


aah 122 CERTIFICATE OF DEATH Bes 
¢ 35 “ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceote lived. If inion: Rexidence before odmninion) 
Sn Sree maryiano || ° ST ». COUNTY 
yg Allegan aryland —___Allegany 
= Bw b. CITY OR TOWN (If autside Corporofe limits, write | c. LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
g 32 RURAL and give nearest town) 
= 33 e X town g 
Cy SNAME-OF HOSPITAL Ii aot it houpiol, give weet oddren) @. STREET ADDRESS e. IS RESIDENCE 
2 22 
os =4 OR INSTITUTION | ON A FARM? 
>o 
Ls z ves No Bd 
o 3. Lee First Middle: Lost 4 Bere Month Dey Yeor 
3 {Type or print) Newnan DEATH April 24, 196019 
io} 
2 


5. SEX : COLOR OR RACE |7. MARRIED] <a MARRIED o B. DATE OF BIRTH SMe 
lost birthdoy] 
ema wipowen 2 oivorceo (] Feb. 25, 1877 BS ys. 


100. USUAL OCCUPATION, rae kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote of foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY* 


£ 
a 3 
<= 
es 
BES 6) 
> Gt 
2 §é 
3 
$8 
o 2s Houseyri Mt, Savage, Md. USA 
g S233 19. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
coe 
2» see 
8 fee ward Newman Katherine Witt 
= £o3 15, WAS DECEASED EVER INU. S- ARMED FORCES? ]16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
= &eE2 es, conpe apino=n) | {I yen give wor or daten of vernce) 
& gtx ge 213-01-800RJohn M. Shaffer, Mt. Savage, Md. 
ata 
Be ee 18. CAUSE OF DEATH [Enter only one couse per line for fo), (b), ond (¢)-] Ss ; INTERVAL BETWEEN 
0 Eas PART |. DEATH WAS CAUSED BY: : 5 Se De $ y 7 > 
2 as IMMEDIATE CAUSE (0] MAb ten ein hoe LB sna ai 
Se ,) } r¢! DUE TO I, 
Bo eos aX 
OE gel Conditions, if any, which ) 
Spee s gove rise to immediote 
po tS couse (0), stoting the under. ( OVE TO 
= § - a lying couse tost. (¢ 
2S: eat Dee as = 
3B E55 é ar Ul. OTHER SIGNIFICANT ena comenaaiic TO.DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o}/19. WAS AUTOPSY 
of se 4 A 
Hall Cs] gy Pega 2 ty Le ep 
x= a = 
Fotss & | 200 ACCIDENT Was UNDERLYING 15V4 = DESCRIBE ee te OCCURRED. {Enter noture of injury in Port | or Port I! af item 18.) 
eget & | or contrisutinc Oc, ——_ 
Zefzs & |r citer, NOTIFY MEDICA EXAMINER) 
Sstss % [20c. TIME OF INJURY Month, , Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF tNIURY (Home, farm, | 20f, (City oF town) {County} (Store) 
>5.° es a Hour om. While Not whi foctory, street, officgAildg., ete.) | 9 
SpE ay = p.m. 19 Jot wark [J] ot Oo { 
e,bs = 
9 S20 = 2.4 re that | attended the deceased ae Btn IEE, to_ LOL. AEE oss 199.20, that 1 last saw the deceased 
2biRg 4 
eae = 3 3 alive an._ £92 Lk AY, 12@<2___, ond that death occurred at__3’-/__M, fram the causes ond an the date stated abave 
F=O35 ADDRESS (Street, city or town, sete) 
peed - 
«560. AL 
xpess SIGNATURE M.D. ntee MOD AD tA 
ana 5 

35 PHYSICIAN'S , r a ol Ss 
8: NAME (Type)_°/ 4-7 +1 - 2 2773) 474 2... aE st F OA A ee a 

oD F 

at 

a 

a2 


‘Zo. BURIA aa 2b. DATE THEREO! Zc. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, oh a {State} 
=a es i oF ~ 7.1960 Methodist Cemetery It. Savage, hid. 


TO HOSP 
moy be 
TO FUNER. 


a" ‘ADDRESS 2ho. REC'D BY REGISTRAR | 2ab. REGISTRAR'S SIGNATURE 
VS ANS (4) } a ; , 
1s 10/57 \) Hyndman, Pa. DATE _app 2 9 '60 er eS aE enr 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18, 3 (}4.9 
4093 CERTIFICATE OF DEATH De ade 


Sed eee 
& i = 1 PLACE OF DEATH a UsuaL RESIDENCE (Where deceased lived, If institutian: Residence befare admissian) 
ie) i 
© see : Allegany MARYLAND “Maryland NY allegany 
£ b. CITY OR TOWN {If outside corporote limits, write c, LENGTH OF STAY IN 1b . CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
3 a RURAL ond give nearest tawn) / 4. 
2 32. Cumberland 6/30 ¢ Cumberland 
tes 
ra 2 A) d. RS Gea Besant (If nat in haspital, give street address) d., STREET ADDRESS e. ve Rese 
co) “ i | N 
a Allegany County Infirmary ‘ 217 Glenn Street ves) Now) 
Bw 6 3. NAME OF First Middle lost 4. DATE Manth Doy Yeor 
= (Type oF print) Louise Shannon DEATH April 22, ,,60 
e 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8: DATE OF BIRTH %. AGE (In years IF UNDER | YEAR] IF UNDER 24 HRS. 
last birthday) Months! Di He Min. 
Female | White [woows fe  ovoreoQ | 5/21/1873 Fra Pe | joys | Hours] Min 
Oa. USUAL OCCUPATION, (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
= during mos! of working life, even if retired) 
RQ Housewife ashington, D. GC. UW. Gr de 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Roberts Louise Heath 


(Yas, no, or unknown) | ( 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 


16. SOCIAL SECURITY NO. 


“INFORMANT P 4 BOX 599 Adios Cumberland ,Mde 
Allegany Sounby Infirmary Records 


yes, give war or dates of service) 


Then please remove corban popers. 


ZG - 


1B. CAUSE OF DEATH [Enter only one cause Oe for (a), (6). an a 


ONSET AND DEATH 
PART |, DEATH A 5: dees 
ae ene a (Serer, ae) at Ade Lead 2 


INTERVAL BETWEEN 


3 : DUE TO 5 
Conditians, if” X, aren ate. Attoe LE i 


gove rise lo immediate 


7 
cause {0}, stoting the under ( DUE 10 Ss : 2 
iStapteavtcett. ao lh Abarte BP (hee? 


Paat fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE, yoy TO THE pe ie tag ag GIVEN IN PART Io) 


19. ie anes 
ERFORMED? 


“ O no de 


ee eCLe DL AAKAL O44 C42 Or 


cs 


tending physician. 


20a. ACCIDENT WAS UNDERLYING 01 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED, {Enter noture of injury in Part | or Part Il of item 18.) 


20c. TIME OF INJURY 
Haur oo. m. 
p.m. 


MEDICAL CERTIFICATION 


olive on 


IRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the Funeral directar, 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


d by the hospital ar 


21. | certify that | attended the deceased from.___9 /30, 4 = hye os 


Month, Day, Yeor | 20d. INJURY OCCURRED 


While Not while 
Jat wark [J at work 


20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (State) 
foctory, street, office bldg., etc.) # 


22 


bunt 5 Ge) , 19._.,thot I last saw the deceosed 


/6' we eee, a , and that death occurred oe Py, from the couses and on the dote stated obove, 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ce a / ae 


i 


the registrar priar ta burial, crematian, or removal, ond in any event within 72 hours after 


poge 3 shauld be detached far use as the burial-transit permit. 


< 
& 
> 
a 
s 


15M 9/5B 


= 
4 < = SE PES. os = oe ee ee = 

GSS 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 

e232 SORT” 

as uria 4-25-60 F' bg Memorial Frostburg, Md. 

ef F 23. FUNERAL, DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


Ondbun £ Tiana 


4 Frostburg, Md. DATE pop 2.5 ‘60 


| 


« 
1 {7 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ¥4050 
Fs, CERTIFICATE OF DEATH sites 
& 3 5 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoned lived. If insftution: Residence before admission) 
Cg - @. o. b. COUNTY 
mes Op Allegany RE Maryland Allegany 
£3 fi b. CITY OR TOWN (IF outside corporote limits, write |c. LENGTH OF STAY IN Ib || __c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
s ‘ond give nearest tawn 
& 33 RURAL ond gi vi 
0 32 Frostburg (Rural) [Lifetime X (Rural) Frostburg 
£33 d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS 6. IS RESIDENCE 
Canes m4 OR INSTITUTION / #2. 8B deal s ea 
pe 
5 P Box 188 RaD. ,_Box 188 
. = 6 3. NAME OF First Middle Last 4. DATE Month Day Year 
= on F : , 
pees 3 {Type or print) GEORG EDWARD SKIDMORE = 4 11960 
= >8 S. SEX 6. COLOR OR RACE |7. MARRIED [AJ NEVER MARRIED [] |8. DATE OF BIRTH AGE (in yeor ieabet Tea LN Be 
=z 2 ion 
2 ee M W wipowep [] pivorcenQ) | 6-10-1875 ‘Sa yn. | eee le 
23 
2. 82s TOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
B, Soe during most of working life, even if retired) 1 
o °° 1 
at Miner Domi Nines Borden, Md. U.S.A. 
3 a 3 os 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 838s James Skidmore Susan Weitzel 
S 33¢ 
2 25% 7 5. AR RCES? [16. | INFORMA\ ‘Add 
3 < 2 2 x Teil a Seta ghee wel lao! es 16. SOCIAL SECURITY NO. q INFO! NT res Ting s tb ur & ’ Ma e 
& gtx No |." "None 216-07-4049 M 
= 8868: = = 
°° coe 18. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), ond (e).] INTERVAL BETWEEN 
g 52s og ‘ ONSET AND DEATH 
v0 = PART |, DEATH W, -AUSED BY; is ¥ % 
Ong = TMUeiATICc ates (e) Le. # lyse a“ fa rs thre Ma Toa fnptedlia Ce 
5 =e ae ag DUE TO F 
a é > i 
& Fe> iconainanss tron y,.aich ae ly oc ercdtial Lsch Cinta 1a yr. 
3 3 Be gove rise to immediate art 
3 &a& couse {o), stoting the under: . a 
roe era «Generalized Atheposclerosss a 
52% ding couse lost 4 
z ‘S 2 6 =~ Fa Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/ 19. Ree ha 
QRDEG = 
20305 O}z Enp Sema ves 1] NO DQ 
Fotis © | 200. ACCIDENT WAS UNGERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 1B.) 
ae & | OR CONTRIBUTING L] CAUSE OF DEATH 
Ze82s G [CF EITHER, NOTIFY MEDICAL EXAMINER} 
2egss % [20 TIME OF INJURY Month, Dey, Year ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stote) 
sbes 5 sor Gnihe while Not while foctory, street, office bldg., ete.) | 
pie ce = p.m. lot work [] at work [J H 
= eeo.5 5 
g fed ae rr2L__L_., W9LO,that | lost saw the deceased 
oL<20 F 
oe sas alive on Agri 1 eae ee oY ee 19.4.2, and that death accurred ate , fram the causes and an the dote stated abave. 
E=O%% ADDRESS (Street, city or town, state) DATE SIGNED 
<203 be Lo lM 
nese Nite (Loe [Vain ny 4 E Bread way. YU Ybe 
fap a / ; i 
25 PHYSICIAN'S 
Oi: mors livin J. Welt ers ww rosthure 4 tarylands. 
& 3 Zz “rg ? No. BURIAL, ASTON 226. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
» . ify) 
of kt Eiiat’” |4.3-60 Frosth Katee rit. 49. Baa Pee een ¢ 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Baa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
afer Funéral Home ’ 
wa Vdrtbanedo 60] Cathen f 
15M 9/58 S 2 , x pate APR 5S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 viN54 
4094 CERTIFICATE OF DEATH 


dl 


(Yer, no, or unknown) | (IF yes, give wor or dates of service) 


No 


INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (0) 


t. Bas : Reg. Dist. No. 
& Be wi yp. PLACE OF DEATH 2 Doge epics (Where deceased lived. If institutian: Residence before admission) 
e eey °. °. b. COUNTY 
o z MARYLAND 
Ree Allegan Maryland Allegany 
= Ue b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 5 al RURAL ond give nearest tawn) 
le ea 2) mberland x Cumberland 
a2 22 d. NAME OF HOSPITAL (IF nat in haspital, give street address) , d. STREET ADDRESS e. IS RESIDENCE 
°° = mm OR INSTITUTION ON A FARM? 
> é ; 
ee acred Heart. Hospital Rt #5 ves [NO 
4 £6 3. NAME OF First Middle Lost 4, DATE Month Day Year 
he DECEASED | 2 OF 
= ee (yreicner nt) Jeraldine A. Smith pene in 22 160 
= 2 5. SEX 6. COLOR OR RACE |7. MARRIED Gq NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 4 last birthday} [Months] Days | Hours Min. 
2 é fe ook white wipowep [] pivorceo [] 5/9/22 37 yn. 
si & Hoa. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 g during most of working life, even if retired} 
3 gs Housewife Own Home Md, UsSehe 
= 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 8 5 
8 ge Struntz Mary Ann Dickey 
= ra 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. INFORMANT Address 
5 
3 
Oo 
Hy 
a 
e 
5 
2 
# 


a, og DUE TO 


e 
Conditions, if ony, which (b) 
gove tise to immediote 


After this certificate has been signed by the ottending physicion ond campletely f 


3 

ao 

& 

3 

5. 

o 
= 2 
& g 
€ ¢ 
8 = 
So] > 
2 = 
= € 
- 2 
c 6 
= ae 
* €§ 
3 3 
1 gc couse (0), stoting the under. ( OVE TO 
Big ee lying couse lost. ) 
28 ose é Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH @UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. WAS AUTOPSY 
=> <9 = 
2 as5 8 S yes] NO 
Tee ef = [20a. ACCIDENT WAS UNDERLYING (]_[20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | ar Part I! of item 1B.) 
2s 2 C ) | & | OR CONTRIBUTING C] CAUSE OF DEATH 
egees G | (VF EITHER, NOTIFY MEDICAL EXAMINER) 
Zszss & [20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (Stote) 
>5°2S a Hour a.m. While Not while foctory, street, office bldg., etc.) | 
E5275 = pm 19 Jot work [7] of work H 

€ ; 
Ones z EWE A) ES 
ze2n2 21. | certify that |,gttended the deceased fram.______. ~2LS., vel 10 pga = pm f-2>, 19@Othat | last saw the deceased 
ie aS 4 
Zeg 3 5 alive an_________ dq. es 4. 12. 60., and-that death accurred a _£-M, fram the causes and an the date stated abave. 
E=6 oie. 0 a ADORES: tighy ar town; jtate} DATE, SIGNED 
cree ACTUAL 4 Aj vA 
xyeas SIGNATURE>—D- / Ame TALAM At-| PY pe ist fe AL APE AT LAK 
o:: v 

ees PHYSICIA\ 
gS aig NAME (Typ elo 16 Green St. 
Fo & 3 WF a 
oO ca Zz ire e Ro. Ce ‘2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY ‘Wd. LOCATION (City, town, or county} (Stote) 
& s 

eee: Burial” |apr.25,1960|Suneet 
ee ) 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2a, REC'D BY REGISTRAR | 2b. REGISTRAR'S SIGNATURE 
ys Ay ON Byron Kight Cumberland, Md. vate APR 25 '60 Cithen £. 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND u 3 Q5 a 


%095 CERTIFICATE OF DEATH 


ome 


_ m7 
a 3 F 1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before admission) 
Ss 8 °. . STATE : 
= 33 ALLEGANY MARYLAND . MARYLAND b.COUNTY ALLEGANY 
Se: is b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest town) 
8 8 = RURAL and give nearest town) 0 a CUMBE 
2 33 CUMBERLAND 32 DAYS wished 
£ 2 i? i ital, gi dds 2 . IS RESIDENCE 
3 on 6 i. ” RY HOSPITAL Se ar m2. MARYLAND AVE © ON.A FARM? 
Seg a8 MORIAL & WARWICK AVES. : ws 1] Nom 
BP: 5 . NAME OF First Middle lost 
ois DECEASED a 
a (Type oF print KARL Mc DONALD SMITH 
> $. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years 
e lost birthdoy) 
2 MALE WHITE wipowep [X} ovorceo[] | JANUARY | 18688 ys 
4 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 during mast af working life, even if retired) 
2 ed Salesman Candy Company KANSAS U.S.A. 


13. FATHER'S NAME 
JARRETT SMITH 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes. no, or unknown) | (IF yes, give war of dates of service) 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c}-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


; 
LDO, | DUE TO ; “leo, 

Canditions, if ony, which (b) ) : 

gove rise ta immediote 

couse (0), stoting the under. { DUE TO ’ ¥ 

lying cause lost. a 


Paer Il. ‘ 


20a. ACCIDENT WAS _UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Haur o. m. While Not while 
Oo 


PB. m. lot work [-] at work 
21.1 certify that (I) (this haspital) gttended the deceased fram.__e” 
sow the deceased alive an__ Al F~19_PPand that death accurred 3 


14, MOTHER'S MAIDEN NAME 
MARY CALDWELL 


17. INFORMANT Address 


MEMORIAL HOSPITAL CUMBERLAND, MARYLAND 


INTERVAL BETWEEN 


16. SOCIAL SECURITY NO. 


Then please remave carban papers. 


-transit permit. 


20e. PLACE OF INJURY (Home, farm, nat (City or town) (County) (Stote} 
foctory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


Ww 


19 OO that (I) (we) last 
OvAMom the causes and an the date stated abave. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 2. 


ned by the haspital or attending physician. 
@ TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion on 


5 
5 
» 
i) 
6 
= 
5 
2 
2 
2 
be 
ra 
és 
o 
3 
2 
5 
= 
A 
3 
% 
” 
Py 
D 
3S 
a 


72a. SIGNATUI 22b. DATE 
ATTENDING MED. STAFF SIGNED 
OS ew pirector PHYS. 
c 2c. NAME a ADDRESS 
ype} 
gg DR. We Fe WILLIAMS G i: 
a 3 23c. BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county S 
f=} \ fai] Specify) | Ay e y . ) tawn, ar caunty} (Stote} 
= wre”) | Apr. 17,1960] Rose wild Cemetery Cumberland, Md. 
2 x 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 250. REC'D BY REGISTRAR Sb. REGISTRAR'S SIGNATURE 
veais) oo [Charles L. George, Cumberland, Md. pare APR 1 9 60 Clattaun  Posnt 


| 


Page 4 shauld be 
ol 


tor. 


is necessary, please exe- 


fect 


« 


2, and 3 ta the Funera| 


If any di 
the registrar priar to burial, crematian, 


jive Pages 1, 
Ih farm PM3. Page 5 moy dé refoined for your f: 


jal-transit permit. File poges Wand 2 wi 


"in penci 


forwarded ta the Chief Medical Examiner's Office alang 


TO FUNERAL DIRECTOR: Page 3 shauld be used as a burii 


€ 
o 
y 
no) 
s 
1 
3 
> 
o 
= 
aS 
a3 
-% 
ys 
Bd 
2 
3 
8 
x 
oe 
© 
oO 
af 
> 
6 
4 
= 
o 
3 
i 
FF 
8 
i 
“ 
a 
Zz 
= 
< 
x 
a 
4 
=< 
eS 
a 
a 


Ftificate, writing the ward “‘pending 


cute th’ 
ar remaval. 


& TOOoE 


svat | \ i 
5M 9/55, 


a> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18, 053 
4Q9@EDICAL EXAMINER'S CERTIFICATE OF DEATH apni as 


2, USUAL RESIDENCE (Where deceated lived. If institution: Residence before odmission) 
0. STATE b. COUNTY 
Ma ry na 
«. CITY OR TOWN {If euttide corporote limit, write wR ads give pr ST 


. aed ADDRESS e * Gala rath 
Be ar Hill Rd, no 


4 Middle 4, eer Month 
(Type or print) DeatH 7 “9 


MARYLAND 


ing Ap 
5. SEX 6. COLOR OR RACE |7. MARRIED [] neat MARRIED [=] 8. DATE OF BIRTH 9. AGE {in yoo [IFUNDER 1YEAR] IF UNDER 24 HRS. 
saat birthday) Months | Days | Hours | Min. 
ale Whi te widoweD [] bivorced [] a8 yn. 
10a, USUAL OCCUPATION ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 1). BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 2 
Retired :Farm Owne : aryland Si 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


‘o-Lbe S ings ary alling 
15. WAS DECEASED EVER IN U. S. "ARMED OR CEST 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
(Yen, no, oF unknown) UF yes, give wor of dates of 


No #20-10-2265|Sacred Heart Hospital Chart 


1B. CAUSE OF DEATH [Enter only one cavta per line for (0), {b), ond (c).] INTERVAL SET WEEN 


PART DEAT MEDIATE CAUSE fo) Pulmonary Embolism, massive 15-20 Mine 
UGA — weT0 


Conditions, if ony, which (o) Post operative, following aortic resection | 2 days 
gove rise to immediote couse 

(0), stoting the underlying( DUE TO 

couse lost, | ae te 


PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)] 19. Re 


Coronary Artery disease ves) No 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Il of item 1B.) 
PRIMARY [CJ or CONTRIBUTING C1 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, fom, T20f. (City oF town) (County) {Stote) 
Hour 9. m. While Not while Factory, strest, office bldg,, et 
p.m. w ot work [[] ot work (] ' 


21. I certify thot | took chorge of the remoins described above, held on Autopsy [J], Inspection], Inquiry XJ, ond find that 
death resulted from: Noturo! couses [¥J, Accident [], Suicide [], Homicide [], Undetermined cause []. 


Way ee f 
Mo, CHIEF MEDICAL EXAMINER [] ee 
ASSISTANT MEDICAL EXAMINER [7] 
EXAMINER'S 


NAME (Type) = MDa b DEPUTY MEDICAL EXAMINER FQ} 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR' 


220. menove Coen 22. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stole) 


ft” |apr.4, 1960 mouse Olive Cemetery Near Oldtown, Md. 


23. ir a SIGNATURE 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
a Wayne George, Cumberland, Md, 
a ee g 


-— 


MARYLAND PATE DEPARTMENT bi HEALTH—BALTIMORE, 18 v4 05 a 
CERTIFICATE OF DEATH Neateg 


: 4426 
% 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institutian: Residence before admission) 
oe. COU ‘ MARYLAND 0. STATE b. COUNTY 
oo eeany HM it 
b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) x 
d. NAME OF HOSPITAL {If nat in haspital, give street address) d, STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
R D,_No asth go Wid R,—D+ sO} noO 


ificate be executed within 24 Ei ofter death. Page 4 


The law requires that the death certi 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b),-and (c). Fa 5 INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 4 V7) VELL begs a a 
iPad 


wt Ad E 
ae 


IMMEDIATE CAUSE {o}. 


y. a 4) x fy DUE TO “ie 5 ; 
Conditions, if ony, which ae (ZE: Cltetacl pore see 


gove rite to immediote 
DUE TO 


2 

> 

3 

S 

a 

uv 

Hy 

5 3. NAME OF First Midi Lost 4, DATE M x 

8 NAME OF irs iddte , Da lonth Doy ear 

3 (Type or print) DEATH 4 

3 4. 

8 5. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE (In years 

2 MARRIED [5] NEVER MARRIED [] hea litnteny 

é \ WIDOWED [] Divorced [] 7 = 2A-VAY 4 1 884 75 

a 10a, USUAL OCCUPATION (Give kind af work dane]10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

a5 during most af warking life, even if retired) 

ct Ho ework Own Hom We 8. ss 

By \ [13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

8 

g Anthony Logsdon Rachel Folk 

$ u 

8 I 15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address " 
E | Benin. eran he oka co Zinlman, ™ Frostburg, Md. 

A Mr, James [.. Steele R, Dp, No 2 

3 

a 

© 

S 

2 

= 


hoa tzta 2. | (Sg 22 
cause (0), stating the ynder- 4 
lying couse last. {e). 


After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


PHYSICIAN'S 


® 


TO FUNERAL DIRECTOR: 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 


€ 
3 
a 
eee 
e6 a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)[19, WAS AUTOPSY 
eT - 
430 s ves) No Pq 
PSs = 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il af item 18.) 
2437 E |r CONTRIBUTING 1) CAUS€ OF DEATH 0s 
Zee | (IF EITHER, NOTIFY MEDJ@AL EXAMINER) 
2 bEs & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY JHome, farm, | 20F. (City ar tawn) {County) {State) 
F5te 5 Haur a.m. iaidhe |...” Nahe foctory, street, offe bidg., ete) | Ese 
zs ad 3 p.m. 19 lat work [] atMvork 1 ' 
eed i a : zi ; 
Z#2> 21. | certify that | attended the deceased fram,__< 1922, to Lo? Y-____, WWEAthat | last saw the deceased 
oc “4 a - : 
Zea $ alive an______ SL Seed 24a_, and that death accurred at LIOAM, fram the causes and an the date stated above. 
F = 4 ¢ - (a ADDRESS (Street, city or town, stote) DATE SIGNED 
<55 5 ACTUAL ~ ah 2 , 
apes SiGNATURE__ Lied of PT Ne VINO EEL Een jig“? se Te a oes SNE LLL EO. 
za 
5e3 
oak 
3 
gio 
e 
= aD 
°° 
EG e 


- NAME (Type) 7-74 Al fps _#. CTE oo Ee eae 
& ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION {City, town, or county} {Stote) 
Q EMOVAL {Specify} 
4m 27 eo BQ. a =14 Md, 
° 73, SUNERAL DIRECTOR'S SIGN URE td F 4 Es b sie) fy Mids ‘2ha. REC'D BY REGISTRAR | 24b. var ag 
VS AIS5 (4) S f A / v ULgs ¥ Cinthug 2, Fass 
15M. 938 Aa _ 2 a Len, Aan DATMAY 2 60 . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


A ts 
4097 CERTIFICATE OF DEATH 1a BOS 


M AT. Ay t H 5 4-9 widowed [] Divorced () 


birthday) 
ys. 


1a, USUAL OCCUPATION (Give kind af wark dane! 


10b. KIND OF BUSINESS OR INDUSTRY 
during mast of working life, even if retired) 


11. BIRTHPLACE (State ar foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


~ ) 
& 3 3 ‘ 2, Lat enesOnice (Where deceased lived. If institutian: Residence befare admission) 
= Ee @. STATE b. COUNTY 
& 38 4 “y MARYLAND MARYLAND ALLEGANY 
a io) 3 b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
8 8 RURAL and give nearest tawn) _ 
7) an A SOminutes || ¢ sk, CUMBERLAND 
< 2 & io) d. NAME O! L (If nat in haspital, give street address) ) do. STREET ADDRESS e. 1S RESIDENCE 
os os4 ot OR INSTITUTION / ON A FARM] 
L SACRED HEART HOSPITAL 210 Pear Street Yes] NO 
= o 3. NAME OF First Middle Lost 4. OATE Manth Day Yeor 
7 id J DECEASEO | oF 6 
ae (Type ar print) STEWARD OEATH 4 30 = 960 
5 
3 =o S. SEX 6. COLOR OR RACE | 7. MARRIED [>F NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR) IF UNDER 24 HRS. 
4 
3 
a 
7 
° 
e 
mol 


Cab driver Taxi U.S.A 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
aA JOSEPHINE U_nknown 
ED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes. no. ar unknown) (IF yes, give war or dates af service) 
toms 214 05 6604 CHART 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). ond (c).] 
PART I, DEATH WAS CAUSED. 


BY: . . 
IMMEDIATE CAUSE (ol_Bronchogenic Carcinoma 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corban papers. 


y] 6 % ry DUE TO 
‘anditians, if any, which (o. 


gave rise to immediate 


cause (a), stating the under- (CUETO 


lying cause last. (2). 


The law requires that the death certificate be executed wi 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


€ 
a 
524 
286 ae Parl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1019. WAS AUTOPSY 
>o = hs 
665 \ 4 yes] no] 
= 9 
Peeks: = | 20a. ACCIDENT WAS UNDERLYING [1 ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
25 & | OR CONTRIBUTING CI CAUSE OF DEATH 
gese & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
S524 o 
Sete & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) State) 
S5oy 3 Hour a.m. While. Not while foctory, street, office bldg., etc.) | 
zs bs FS p.m. 19 fat work [] ot wark 1 
ec; a a 
2235 21. | certify thot | ottended the deceosed from. November _., 19.60 toApril. 29___, 1960 that | lost sow the deceased 
ra} 2 . 2 - 
Ze 3 { olive on____April 206,1°50 1 _, ond that deoth occurred at_.1 220M} from the couses and on the date stoted obove. 
E>Os ADDRESS (Street, city or town, state) DATE SIGNEO 
< 550 ACTUAL 3 D 
apes SIGNATURE__- © ID, Oe = Rete oe es a ee ed 
Eo 2 iJ 
be PHYSICIAN'S . 
(= NAME (Type) Cine MW Glial 2.26. N Siig) wend. Sivget 2.8 2 ee 
Bseo ‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF Qc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, ar county} {State} 
9 DS REMOVAL (Specify) 7 
Sta ura, St. Patricks Cemeeter Cumberland, Md. 
i ) _ ]23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vsasin pe ee Cumberland, Ma pate MAY 5 ‘60 CMttug of 
1SM 9/S8 W ‘ 2 2 Frossa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 v 46 56 
CERTIFICATE OF DEATH s 


Reg. Dist. No, 


Oke BETWEEN 
J AND DEATH 


1B, lio OF DEATH [Enter only one cause per line for oy) ‘4 ond oF 7] 2 
PART !. DEATH WAS CAUSED BY: ant ae, ec ANAL. 


IMMEDIATE CAUSE (0)__ 


egies aoe 
% 33 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
& 58 . Allegan marviano || ° "Tio py land ». couNTYAT Legany 
é . & b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
g sa RURAL ond give neares! town) " Z ill 
° 32 C orri fganville 22 years || k Corriganville 
£ 22 d. NAME OF HOSPITAL (If not in hospital, give street oddress) , d. STREET ADDRESS. e. IS RESIDENCE 
o. =% ; OR INSTITUTION ON A FARM? 
. ~ ves [] No By 
z 5 3. NAME OF Fint Middle lost 4. DATE Bey Year 
3 Mypeorprin) Elizabeth Stuckey DEATH April’ "By 196 19 
3 y i i IF UNDER 1 YEAR] IF UNDER 
é 5. SEX 6. Sees RACE }7. MARRIEDE NEVER MARRIED [] 8. DATE OF BIRTH 3 dp bon Al UND! uae. 
4 emale |White |wrow owvoreoty)| Jan. 1, 1876 as 
8 Wo. , OC CURATION oy kind i ee 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 juring mos! of working life, even if reli 
« Housewife Derby, England USA 
2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 < 
ec 7 _Joseph Holt Eliza Moody 
2 WAS “Sepals aia U.S. be eel pei 46. SOCIAL SECURITY NO. | 17. INFORMANT Address 
1.10, of enbncer meow. pci " ‘ . 
: Pipe None Asa Stuckey, Corriganville, Md. 
. 
& 
a 
& 
2 
= 


ate has been signed by the attending physician and completely filled + 


of i= , DUE TO Wate, ely 
¢ Conditions, i any. hic Loic teots Qbrnrtsebraie | is Year, 
£ gove rise to immediote a 
gs couse (0), stoting the under. ( DUE re 
s ‘- lying couse lost. ta 
x 5 ‘a Past 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) 19. pefoch ala i 
$82 re) MED" 
age 4 bs ves [J NO es 
a 2 = 200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part t or Port 1 of item 1B.) 
& [OR CONTRIBUTING (] CAUSE OF DEATH 
& 2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
x 
S 
a 
8 
z 


, cremation, ar remavol, and in ony event within 72 hours ofter death. 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 


2 
55 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. ‘We. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
5.2 ¢ SGD Samis > hile B Rise stiter factory, street, office bldg, tc) | 
= 25 it work [_} ot work 
BES eum “. 
els A 7 
ih ae 21. | certify thot | attended the-deceased from___~/C0e eee b 19.62, foc , 19.SG.that | last saw the deceased 
£232 
2a 35 alive an_.__ Reich ae ae 1926 -, and that death occurred at. i fram the causes es aod on he e;dg19 stated abave. 
Pek a G, Ve ; O reel no) Kore. Ahoy - DATE SIGNED 
SO Cu ACTUAL 7 z mor. MD. 
ape ss / SIGNATURI es ale Se =-RedIN-ST. MT. SAVAGE i El) ih 
RG TONE: CO 44ST 
25 PHYSICIAN'S PH 
we ses Mop Ee Se eS ee a a i ee ee Ae ee es Ol ee ae eee 
as 2 ? Zo. Py on 2b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY Hy. acca Gr nen (Stote) 
TPL Ps Apr.7,1960|Porter Cemetery yndmah, Pa.” AOL 
hed tae 23, ore DIRECTOR'S Seu pe F , ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


x 
TSAO, s Li By Wid 7 ie ine y Hyndman, Pa. DaTe APR 11 "60 (REDS Kank. 
S 


MARYLAND STATE DEPARTMENT OF HEALTH 


ISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


E098 CERTIFICATE OF DEATH 


v457 


1, PLACE OF DEATH 


° COUNTY ALLEGANY 


MARYLAND: 


° MARY LAND 


2 eae RESIDENCE (Where deceased lived. 


IF institution: Residence before admission) 


BICOUNTY ALLEGAN 


b. CITY OR TOWN {If outside corporote limits, write 
RURAL ond give nearest el 


c. LENGTH OF STAY IN Ib 


16 DAYS 


c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


XBOX 441, MT. SAVAGE, MARYLAND 


d. NAME OF Hi 


~ 
o 
& 
5 
< 
= 
a) 
s 
‘S 


OR ve oR NT ROGET AL) 


/ d, STREET ADDRESS 


e. 1S RESIDENCE 
ON A FARM? 


Poges 1 and 2 should be filed 


MEMORIAL & WARWICK AVE. YEO NOL] 
5 pe First Middle Lost 4. ba Month Doy Yeor 
z {ype or print PATRICK iF SULLIVAN | _Beatw APRIL 30 19 60 
g 5, SEX 6. COLOR OR RACE | 7. MARRIED PA] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE fa yon IF UNDER 1 YEAR] IF UNDER 24 HRS 
. irthday) Months! Di 
sé MALE WHITE — |wiwoweo pivorceo [] FEB. I7, 1903 2a) EATS SEPSIS tot 
& 2 100, USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign Ly 12, CITIZEN OF WHAT COUNTRY? 
gs during most of working life, even if retired 
See Salesman Grocery Firm CUMBERLAND, MD. Us SsA5 


13. FATHER'S NAME 


JOHN SULLIVAN 


14, MOTHER'S MAIDEN NAME 


TERESA CALLAGHAN 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(fs, ne, oF unknown) QF yes, give war or dates of service) 


No None 


705-1 


16. SOCIAL SECURITY NO. i INFORMANT 


otal he HOSPITAL, CUMBERLAND, MARYLAND 


Address 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


Then please remo 


Qove rise to immediote 


igned by the attending physician ond completely fille 


1B. CAUSE OF DEATH [Enter only one couse per ling for (0), (b), ond (c)-] 


Zz a | DUE TO 

Cobaitiont: if ony which C jp. & td ~ 
couse (0), stoting the under. ( OVE re 

lying couse lost. {ce} jhe VEY any {G 


INTERVAL BETWEEN. 


oe AND DEATH? 
sahil 


SLE Lis ied 


0a. ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING CO] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b/ DESCRIBE HOW INJI 


Parr ve: SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED To THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]/19. eae 
tKiKtibt<kicde tes hbeaplc tO tft 2 ee ves] Not) 


OCCURRED. “== noture of injury in Port hea ‘or Port Il of item 1B.) 


Hour o.m. While 


MEDICAL CERTIFICATION 


saw the deceased-alive on_ 70. av AS 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
ot work [[] ot work 


2). | certify that (I) (this haspital) attended ‘ deceased ‘frdm#i_--22.--22345.. . WZ¥, ta $e ffes 


atom, foctory, street, office bidg., etc. 


Z9 and that death accurred at33 


20, SIGNATUREAZ~ 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 ! 


“A . ATTENDING ’ 
AA Wage m0. | PHYS. KBR e08 


20) FACE OF INJURY THe Farm, wip {City or town) (County) (tote) 


ae A ie that (I) (we) last 
1G, ReMi she causes and an the date stated abave. 


the Stote Board of Health priar to burial, cremotion, cr remavol, and in any eve; 


page 3 should be detached far use as the burial-tronsit permit. 


2 Re. ay Lease 22d. ADDRESS 

j was DR. WEISMAN GREENE ST CUMBERLAND, MO 
a 3 2a. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
2 > REMOVAL (Specify) : J 
22 5=3=60 
- 24, FUNERAL DIRECTOR'S SIGNATURE Hafe r PROPRSS 2 1 Home ~ REGISTRAR'S SIGNATURE 
Ven od) 25_E. Main, Frostburg, M@wr yay 5 '60 Contbun £ Hiss 


* 


Pages 1 and 2 shauld be filed with 


the State Board of Health priar ta burial, crematian, ar remaval, and in any event, witWin 72 haurs after death. 


after death. Page 4 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 


R 
SI 


oo 


the funeral directar, 


Then please remave ca 


page 3 shauld be detached far use as the burial-transit permit. 


2 papers. 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ° Q58 
4099 CERTIFICATE OF DEATH v& 
1 Pung Crpeaty ay be dora coahhg (Where deceased lived. If institution: Residence before admission) 
ALLEGANY MARYLAND ce MARYLAND b. COUNTY ALLEGANY 


b, CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) XY 
CUMBERLA DAYS X__FROSTBURG 
d. BEY tea -ay Vie HOSP Prt street oddress) ra a eeN 8 | e Py Ns 
MEMORIAL & WARWICK AVES. : ne ves E] NOL 
3. NAME OF First Middle Last 4. DATE Month Day Year 


DECEASED 
Create ferint) ELIZA Gs SWEENE 


S. SEX 6. COLOR OR RACE be MARRIED NEVER MARRIED [[] |8. DATE OF BIRTH 


FEMALE WHITE wivoweo I] —ooivorceo OCT. 9 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


Housewife Own Home 
13. FATHER'S NAME 


AQUILE SHARPLESS 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
Petey | vit pate gee deat ecto 
| None 


No None 
1B. CAUSE OF DEATH [Enter only one couse ppg line for (0), {b}, ond (c}.] 
f 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


/GO i QUE TO » 

Conditions, if ony, which b) OTD. 

gove rise to immediote 5 g 

couse {0}, stoting the under. ¢ DUE TO ‘ 


lying couse lost. eC) | 


OF 
DEATH APRIL Sh 19 60 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a ar Months| Doys | Hours Min. 
yes. 
11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


SWANTON, MO. U.S.A. 


14. MOTHER'S MAIDEN NAME 


LUCINDA PAUGH 


17, INFORMANT Address 
MEMORIAL HOSPITAL CUMBERLAND ,MD 


INTERVAL BETWEEN. 
ONSET AND DEATH 


4 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
= MI 

= 

$ yes] NOX] 
= | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

& [OR CONTRIBUTING LJ CAUSE OF DEATH 

& J (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
fay Hour 0. m. While Not while. foctory, street, office bldg., etc.) ! 

= p.m. abd jot work [7] of work ‘ 


21. | certify that (I} (this haspital) attended the deceased from? [2- $/6d, Oi 2, Ato = wa Se ee , 196_2 that (1) (we) last 
je deceased alive siete Eee wZ.8 ond that death accurred of 325hMram the causes and an the date stated abave, 


SOR a 
}) 6 4 ATTENDING MED. STAFF SIGNE 
—_ / Y} a  Aiat M.D. | PHYS. wi DIRECTOR PHYS. LET 4 ¢g 
SICIAN’S / 22d, ADDRESS 


“" “BR GEORGE SIMONS Ws Fat Coste 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 
burial 4-6-60 - wig Memorial “P 
24, FUNERAL DIRECTOR'S SIGNATURE aler Puree] Home 
VN East Main,Frostburg,™ 


‘2Sb, REGISTRAR'S SIGNATURE 


25a. REC'D BY REGISTRAR 


<APR 11 '60 


comme 


7 eee 

Bie 

2 BF 

oe eS 

oe 
a) 

= op 

Bowe 

2, 32 

. gat 

= 23 

S £4 

nN 

Day 

ce 

=o 

B- 

= 3 

> 

oO 

© 


Then please remove corbon popers. 


The low requires that the death certificate be executed within 24 
the registrar prior to burial, cremotion, or removal, and in any event within 72 hours ofter deoth. 


After this certificote has been signed by the attending physicion ond completely 


€ 
& 
Bae 
oes 
ZoF 
B55 
ots 
e£2a 
zt 
4522 
yt o 
Bite 
[Sie g 
en,2 
zZg2% 
gc£<t?2 
Bias 
e 3 
<367 
epEs 
az 
BS 
ce 
32% 
zr BRE 
ig’ or 
eF F 
VS A15 (4) 
15M 9/58 


W 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4117 


CERTIFICATE OF DEATH 


vé059 


Reg. Dist. No. 
1 bevainnn we 2. Seis ili (Where deceosed lived. If institution: Residence before admission) 
a :. 0. STAI h b, COUNTY 
egany re Maryland Allegany 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town} 79 
ostbureg 40 yrs. ||< Frostburg 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION / ON A FARM? 
Jin Hospita 96 HE, Main Yes ENO 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED © OF 
Lives ogerinn) ANGELA Ss. TACCINO DEAT r 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [[] | 8- DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
F W fost birthday) [Months] Doys | Hours] Min. 
wipowep KJ oworceo OO | 8-24-1901 58 ys. 
10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired 
Housewife Own home Italy Us Seah 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Frank Gualtieri Noce 
15.\WAS DECEASED EVER IN U. S, ARMED. | SOCIAL SECURITY NO. P INFORMANT Address 
(Yad no, or unknown} Uf yes, give war or dates of service) 
No |“ None None Ir. D 


18. CAUSE OF DEATH [Enter only one couse per Ji 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


re For (0), (b), ond (c).] 


INTERVAL BETWEEN 
ONSET A) DEATH 


if 


/ 
Conditions, if ony, which 


DUE TO. 


by 


gove rise to immediote 
cause {o), stating the under- 
lying couse lost, 


DUE TO 
{c} 


vane 


Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART (a) 


19. WAS AUTOPSY 


PERFORMED? 
yes] <9 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port I! af item 18.) 


2 
Q 

< 

i} 

= ]20c. ACCIDENT WAS UNDERLYING [] 

& JOR CONTRIBUTING CL] CAUSE OF DEATH 

© [MIF EITHER, NOTIFY MEDICAL EXAMINER} 

& [2c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED 
re Hour 0. m, 1g [While Not while 
3 p.m. at work [7] at work 


4 


21. | certify thaty! attended the deceased om LF 
alive an_Z# 


ACTUAL 
SIGNATURE. 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) 
factory, street, office bldg., etc.) 1 


/__, abl that death accurred 


(County) (Stote) 


i 
to_. Wi whey. xl 

4 Dh, from the causes and an the date stated above. 

ADDRESS (Stregh off gr town, stote) DATE SIGNED 


hat | last saw the deceased 


— oer QL, 


PHYSICIAN'S 
NAME (Type) 


720. BURIAL, CREMATION, | 22b. DATE THEREOF 
EMOVAL (Specify) 
UPLAa 


23, FUNERAL DIRECTOR'S SIGNATURE 


Tic. NAME OF CEMETERY 
-60 RS Vf 


A 


ha 


£0 Ba 


VELwRe O 


Hafer FARtPal Home 


OR CREMATORY Td. LOCAFION {City, town, or county) 
i Frostburg t 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


nid |OBPR 1.860 Oathun £ Kiara 


(tote) 


Ma. 


D 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 t a 06 
, 14060 
£100 CERTIFICATE OF DEATH oe. 


Reg. Dist. No. 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED, {Enter noture of injury in Port | or Port Il of item 1 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAt-Px&MHNER} — 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 
Haur a.m, iH 


p.m. 


ar attending physician. 
his certificate has b 


page 3 shauld be detached far use as the burial-transit permit. 


20, PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
ry.stteel._ office bide. etc)! 


MEDICAL CERTIFICATION 


Hite ———Not-white: 
jot work [1] of work 


alive an__ Ck 


21. | certify Oo attended the deceased, fram.____< 
% uu 


« ss 
S 3 si TT 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission 
e 58 MARYLAND a b. COUNTY 

Be Maryland Allegany 

€ Be b. CITY OR TOWN (If outside corporate limits, write] c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 
g ss RURAL ond give neores! lown) Be x 
= §2 d 
. 25 ays Frostburg 
2 22 d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
o = Fe 0 rs . OR INSTITUTION ON A FARM? 
4 te 4 ; 

QR: Sacred Heart Hospital Ri. #1, Box 288 ves] N@Bg 

é ° 3. peck First Middle Lost 4 pare Month Doy Yeor 

= 23 gers) Thrasher mATY April 19 
= 
= > 5. SEX 6. COLOR OR RACE . MARRIED Gt NEVER MARRIED [eI 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR| IF UNOER 24 HRS. 
Se fast bithdoy} [Months] Days 
SPs Female White —_|wwoweQ) _oworceod] | 6/7/16 43 ys. 
2 Fs. TOa. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 83% during most of working life, even if retired) 
3 gs House wif W. Va. UsS.Ats 
Rees 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
2 88 . 
jee Ss ohn Kabrick Emma Roberts 
= = & 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
3 6 € ffes, 9, oF unknown) (If yes, give war or dates of service) 
a lieke. No | Husband- James Thrasher- address Same 
= £2 
3 23 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] : INTERVAL 8ETWEEN 
2 Sa PART |. DEATH WAS CAUSED BY: 7 L ede At % eel ae “ee 
gre eig ’ IMMEDIATE CAUSE (0) oA (ALA iis te | fbi s7aed 7 
poes eS outa OF = Aeff Won rhele 
ae / A? ; - , 
= Bee Oy | corso tenn stig) AL Vecae Drak" Laleg RePoas ——— 
Sake << couse (a), stating the under. ( OUETO C iB Ry A we - S "oh Ss 
zee ivingicautei, wp CROVARY  Scleteosrs Ce oscleKor | Mener L158, 
3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Iia}| 19. WAS AUTOPSY 
3 z fh j PERFORMED? 
: Diabetes LYS POTK bod 5. Chess ZA v5 E] No 
= 
‘ -) 
az 
< 
¥v 
a 
> 
z 
oa 
© 
z 
ra} 
z 
& 
to 
5 
< 
[4 


/ E SIGNED 
ACTUAL S, 
SIGNATURE__S—P (AEA OSS EE CO MO. LS ALN ee flo ee 
PHYSICIAN'S } 
NAME (Type) Lb ead a 
220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote} 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours 


"ip tay | 4/25/1960 | Sonset Memorial Park 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


GEORGE EICHHORN LONACONING, MD. 


Cumberland, MD. 


24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


oateAPR 2 7 ‘60 Clictan Sf Fabs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 u4061 
419] CERTIFICATE OF DEATH 


onl 


ey Reg. Dist. No. 
By 3 ey 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intitution: Residence before edminion) 
o & °. o. = 
= ss Allegeny MARYLAND Maryland > county — Allegany 
2 r] 3 b. cI Ceo (It perce At limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
6 ‘ond give nearest town! 
“2 3 = mberland 6/25/58 x Flintstone 
2 22 P ‘d. NAME OF HOSPITAL {If nat in hospital, give street oddress) ‘d. STREET ADDRESS e. IS RESIDENCE 
6 =e OF A | ‘OR INSTITUTION ON A FARM? 
ee: ; Allegany County Infirmary ves @ NOG} 
= Rete: 3. NAME OF First Middle Lost 4. DATE Month y Yeor, 
£3 (Type or print) Charles W. Turner bare §=6 April a3; 1900 
Q 
8 5. SEX 6, COLOR OR RACE |7- MARRIED [XJ NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
es lay Birthdoy) [Months] Day H Min. 
< Male White wiooweo[] —soovorcep [] 1/ 10/ 1880 BO fase alee ee | ont 
& 1a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ah during most of working life, even if retired) 
e Retired - Farmer Farming aysville,West Virginia U. S. A. 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ee 2 William Turner Elizabeth Veach 
2 15, WAS DECEASED EVER IN) U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. || FORMAN Pi, Q BOX Es) 9 addres CUMDE rland, Mae 
z } No None Allegany County Infirmary Records 
3 18. CAUSE OF DEATH [Enter only one couse per ling,for (0), (b). ond (c).] c ? INTERVAL BETWEEN 
a3 . ONSET AND DEATH 
PART }. DEATH WAS CAUSED BY: 
§ IMMEDIATE CAUSE (0) Van ar aoe. . 
= Ub ae ee) DUE TO ® 
a a. 2 > 
Conditions, if ony, which bs st tia MAdeiteog CLircety : 
gove rise to immediote — = 3 
couse (0}, stoting the under. ( OVE TO j VE} ee we - > 
lying couse lost. (ce ABDAL (DLAACHALKELE. ao 69 = 


ACTUAL 
SIGNATURE 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 


< 

io] 

2 A Paar Il. OTHER SIGNIIFANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(0) 

i - 

€ 3 VaZE a ot CALA eat 

‘2 = | 200. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

Ba & |OR CONTRIBUTING [J CAUSE OF DEATH] 

= & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

i & [20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
S a Hour o.m. While Not while foctory, street, office bldg. etc.) U 

7 = p.m. 1? Jot work [7] ot work Hl 

es a 

= 21. | certify that | attended the deceased from_© 43 [53 19g, tol (15/60 __ 19.__,that | last saw the deceased 
2 ‘ 

% alive on. £ 15/60 te gate , 19_______, and that death occurred a® 215Pm, from the causes and on the date stated above. 
£ 

< 

) 

Uv 


+ re. ADDRESS (Street, city or town, stote) DATE SIGNED. 
etecn 6- SRS CUI Gree 


@ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician ond completely 


the registror prior ta buriol, cremation, ar remaval, and in any event within 72 hours after death. 


page 3 shauld be detached for use as the burial-transit permit. 


L NAME [Typel Dr. James BE. McLean 
Pa 20. BURIAL. CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) Seas 
Q> REMOVAL (Specify) se 
of Burda 1/18/60 Glendale Cem ry. Flintstone Maryland 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR ‘2db, REGISTRAR'S SIGNATURE 
iMoney gS Ruth E. Sileox Cumberland  Meryland carapR 1 9 '60 Onthun £, Pina 


Xe 


3 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 046 62 
4102 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


g3 Reg. Dist. No. 
33 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. {F institution: Residence before admission) 
as Allegany marviano || & STATE Maryland b.couny Allegany 
> = b. ciry ta TOWN eons corporate fimits, write RURAL ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
° 
ge Cumberland x Rural Cumberland 
is Of DP) | € NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) <. STREET ADDRESS «. 1S RESIDENCE 
“gg. wv x . * 
_ Memorial Hospital Rt. 4, Cumberland ves J NO (] 
gr 3. Rae a First Middla Lost 4. ree Month Doy Year 
B83 \ ‘ aa ‘ 
BSS Galle IRGINIA DANARIS DEATH Ap 271960 
Pent 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [J] 8. DATE OF SIRTH 9. AGE ane IF UNDER 24 HRS. 
2 the in, 
J F widoweo oworceo] March 23, 1876 Sete ee 
° 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stole or foreign country) h2. CITIZEN OF WHAT COUNTRY? 
2 during most of working lite, even if retired} : 
5 Housewife Own home Maryland US A 


imemediot 


coute oo 
tee ving( OUETO 
couse lost. rc ——— 


in penci 
"s Office olong with form PM3. Poge 5 moy be retoined for 


Poge 3 should be used os o buriol-tronsit permit. File pages 1 ond 2 with the registror prior to buri 


€ 

° 

8 

7. 

a 

z a a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

33 | Josiuh E. Eyler Urille Clark 

ar 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 

ae (Yes, no, oF unknown) IH yes, give wor or dates of servicn) 

eae =F No Q C i I 

Was D s, 3 mp 

a 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).] INTERVAL Beret 
ze PART |. DEATH WAS CAUSED BY: 3 : 

: - > Se BEC Coronary Occlusion Sudden 
32 4 a9, | DUE TO 

8 Conditions, if any. which Coronar: Sclerosis --- 
4 

3 

° 

oe 

2 


3 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}/19. nes a 
a fe} a ae 

5 3 Yes] No 
wis © 1200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury i Port I of item 18) 
BRE = [30 EXTERNAL CAUSE Was SCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Port I of item 18.) 
ele & | CAUSE OF DEATH. 
#RS§ 2 Bs 
2 $l 2c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20%. (City or town} (County) (tote) 
a £ Y i ity 
So rr) 3 Hour 9, m. While Not while foctory, street, office bidg., etc.} | 
£5 = p.m. v at work [] of work : 
qiz 21. 1 certify thot | toak chorge af the remains described above, held on Autopsy [_], Inspection J, Inquiry £0). and find that 
ey ie death resulted fram: Natural causes [9], Accident [], Suicide [], Homicide [], Undetermined couse []. 
os # 5 ‘ ’ , 
Yovu 
Bfee ACTUAL DATE SIGNED 
Setz aorus mp, CHIEF MEDICAL EXAMINER [7] 

re: ASSISTANT MEDICAL EXAMINER [] 

be 2S 8 Rautings Benedict Skitarelic, M.D. DEPUTY MEDICAL EXAMINERAX] = April 27, 1960 
asist Zo. BURIAL, CREMATION, [22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
ore ° 5 REMOVAL (Specify} 
roe Buriz 0/60 r wee ‘1 es Os Wa 

23, FUNERAL DIRECTOR'S SIGNATURE "ADDRESS 24a, REC'D SY REGISTRAR |-24b. REGISTRARS SIGNATURE 

VS. AISME(S y 

ay John J. Hafer, Cumberland, Md. cate MAY 2 ‘60 than £, Ainsai 


exe 


Poge 4 should be 


ector. 


«. necessary, pleos 
Ss. 


If ony di 
Page 5 moy be retoined for your r: 


File pages 1 ond 2 with the registror prior to burial, cremation, 


ive Poges 1, 2, ond 3 to the funer 


EDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 


forworded to the Chief Medical Examiner's Office clong with form PM3. 


TO FUNERAL DIRECTOR: Poge 3 should be used as 0 buriol-tronsit permit. 


or removol. 


VS. ATSME(S} 
5M 9/55 


a 


i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4,10.3MEDICAL EXAMINER'S CERTIFICATE OF DEATH Lato 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before admitsion) 
@. COUNTY manvtano |} STATE b. COUNTY 
A gan Maryl All 


b. CITY OR TOWN Itf ounide corporote timity, write RURAL ¢. LENGTH OF STAY IN 1b 


2 . CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest tawn) 
Give neores! town) 


mb e abete n x a nea Cumb Jang 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street Sasi) a. “STREET ADDRESS e Bare re 
Bedford Road ves) NOG 
‘4. DATE Month Doy Year 
‘Type ‘or print) FRAN s DEATH Ap O 1960 19 
6. COLOR OR RACE |7- MARRIED 9. AGE (In yeors | IFUNDER 1YEAR| {F UNDER 24 HRS. 
fost birthday) Min. 
whi 1908 5 yrs. 


2. CITIZEN OF WHAT COUNTRY? 


100, USUAL OCCUPATION. one kind of work dane] 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (State ar ah country) US 
q A 


during most of warking life, even if retired) Beryl West irginia 
o) 


14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 


nes Handle 


EASt VER a 
ig, WAS DECEAS ica! 16. SOCIAL SECURITY NO. |17. INFORMANT Rt. SBedford Road 


da a ick mbe and, Maryland 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter anly one couse per tine for (a), {b), and {c}.] 


PART t. DEATH WAS CAUSED 8Y; 
. TWMEDIATE CAUSE (0) Goronar 


i a | DUE TO 
Conditions, if any, which o) Sclerosis and Thrombosis 


gave rise ta immediate couse | 


Occlusion 


(0), stating the underlying’ OVE TO 


cause last. ee 
PART f1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(a)/19. Mideast 
NOT] 
20c. EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Port II of item 18.) 


PRIMARY () ar CONTRIBUTING (] 
CAUSE OF DEATH. 


0c. TIME OF INJURY —- Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, T20F. (City ar town) (County) ‘Srete) 
Hour a.m. While Not while foctary, street, affice bidg., etc. oy 
p.m. Ww at work fF] at work (] 


21. I certify thot | took chorge of the remoins described obove, held on Autopsy vi Inspection [3}, Inquiry [xy], ond find thot 
deoth resulted from: Noturol causes i, (1), Suicide J, Homicide [], Undetermined couse [7]. 


z 
g 
ia 
$ 
= 
& 
& 
u 
5 
& 
= 


wd ; 4 
ACTUAL + DATE SIGNED 
SIGNA mip, CHIEF MEDICAL EXAMINER (7) 
ASSISTANT MEDICAL EXAMINER [1] 

EXAMINER'S 

NAME (ype) Benedict Skitareli ‘L.D AAU utBen Me AB. | Dp QO 960 
‘Mia. BURIAL, CREMATION, [22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY id. LOCATION (City, tawn, of county) {Stote) 

REMOVAL {Specify} . 

60 ] st Byrial Park | Cumberland, Maryland 
23. FUNERAL DIRECTORS SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
John J. Wafer, Cumberland, Maryland pager 12 '60 o tla £ Finud 


med 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 u4 064 


\ 41 
ae 18 — CERTIFICATE OF DEATH Hee 
% 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
5 8 COUNTY : 
2 £8 2 A a MARYLAND b. COUNTY 
: = B 
3 Be B. CITY OR TOWN (lf ouside Seb limits, write [ LENGTH OF STAY IN Ib © CITY OR TOWN (ff outiide corporate limit, write RURAL ond give heares? own) 
5 ond give neares 5 
o, ose 
7 33 fPostburg 
€ 2 aX d. ors or ton {If not in hospitol, give street oddress) / d. STREET ADDRESS e. GES DENGE 
Be OG Maple Street 209 Maple St t yes No 
fa : Maple ree x 
e: 5, 3. NAME OF First Middle Last 4. DATE Month Day Year 
= - , 
a 23 {Type or print) NELL M. WILLIAMS desarH = April eo 19 60 
ey 5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED Se 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ee: F W wipoweo [] pivoRcED [] -24-1888 Mugla gee Pagel aaa: RT 
2) ene - yrs. 
S £8. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR oan 11, BIRTHPLACE (Stote of foreign country] 12. CITIZEN OF WHAT COUNTRY? 
2 eS Ly 3 during aah of Bogekes if retired) 
S pes . Retired ceper |DeptoStore Frostburg, Md. U.S.A. 
g os % 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME. 
© 58 
B Be 1 Harry Y. Williams Jane Davis 
=e Fs 15, WAS DECEASEDEVER IN U. S, ARMED FORCES? [1. SOCIAL SECURITY NO. INFORMANT Add 
= a& ge cee aneree ' Frostburg, Md. 
es None None Miss h i 
B Es 18. am OF DEATH [Enter only one couse per line for (0), {b), ond (€)- INTERVAL BETWEEN 
See PART * peg WAS CAUSED BY: Se ri? 
je oe IMMEDIATE CAUSE (0) 
= 226 
= ££° DUE TO 
° © 
£ : a 
= S22 Conditions, if POY 
_ a . ’ is 
o BES \ gove rise to immediote 
a) gc couse (0), stoting the under. ( OUE TO “f 
Bie aio lying couse lost. © 
85.35 a L L 
328 5. es Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERWINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 
SSS i= 
£452 < 
ef eDs s yes noO 
= ] 
F ots = 200, ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item V8.) 
Terps g iSE_OF DEATH 
= Bess © [IF EITHER, NOTIFY MEDICAL EXAMINER) 
g b 3 36 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. {City of town) (County) {Stote) 
=O ween. a Hour 0. m. While Not while, foctory, street, office bldg.. oe 
eei7§ g p.m. 19 lot work [1] of work 
O85 ; — W. 
23205 21. | certify that > ee deceased fram.__/ 4 ae oe « 10, Lf, 1% at | last saw the deceased 
aL<e2 4 d 
Zee 82 alive onl f 2 r Wee, and that death conan gh bllS YM, fram the causes and on the date stated above. 
Eis e Bo Lo ADDRESS (Street, si wn, stole) i DATE SIGNED 
<a a ACTUAL OW 1 Z 3 
ass 
m wese SIGNATURI LA Ie /] PVA a =o Go 
Ss PHYSICIAN'S 
a0o0 
e aes NAME (Type) A) 7} 
eof 72 Se Seo erar eae 
BBE ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF {Stote) 
9,5 8° REMOVAL pee 
ESR Po is 
Siete urial 5-1-60 
- 7 oh e FUNERAL DIRECTOR'S SIGNATURE Ha fer J uy4PRh] Home 2da, REC'D BY REGISTRAR 
\ , v " Me q 
15M 9/58 X tg hh aan? 25 Fh ain ostburg, lid pateMAY 5 60 Conitten £ Hosa 


mel 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, “ 4065 
4104 CERTIFICATE OF DEATH 


Reg. Dist. No. 


Pages 1 and 2 shauld be ff 


\\ 


ficate be executed within n@ ofter death. Page 4 


= 


Then please remave cerbon papers. 


cian, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral ¢ 


fe) 


R ATTENDING PHYSICIAN: The law requires that the death certi 
the registrar priar ta burial, crematian, ar remaval, ond in any event within 72 haurs after death. 


page 3 should be detached for use as the burial-transit permit. 


may be remained by the haspital ar attending physi 


& TO HospPr 


he Le we 2 Petes ae (Where deceased lived. If institution: Residence before admission) 
a. CO MARYLAND By b. COUNTY 
b. CITY OR TOWN {if ‘outside e rateYimits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town} 3 
3 Wks. D4 
E OF HOSP ‘nat ir hospital, give street address) d. STREET ADDRESS. ©. [S RESIDENCE 
& SR INSTITUTION } ON A FARM? 
acted Heart Hospital E Le 
3. NAME OF First Middle 
DECEASED 
(Type or print) 7 0 
5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [1] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] 
lost birthday) [Months] Doys | Min. 
Female = WIDOWED La DIVORCED o if n g - 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (State or foreign San 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
U.SeAL 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James Lough 
WAS DECEASED EVER JIN U. ARMED FORCES? |16. SOCIAL SECURITY NO. NFORMANT Address 
ra aot exeerOe INF yous Give rox Gr dkms of 'servieay ay C 9 
= TOS vk a UW Lov, 
18. CAUSE OF DEATH [Ente Y couse line far (a}, (b}, and (c}. . INTERVAL BETWE! 
PART |. DEATH ce hee ak oh i$ Lape is ‘ile A. 4 RSET ae CENT 
4 ; 2. < 
IMMEDIATE CAUSE (a} Co Cy ett so ahh £ nee 
/ i hay y DUE TO 
Conditions, if any, which FLCC, é41~~< Ce Fad eee 
gove rise 10 immediate o  Brmclagcne E 
cause (), stoting the under: ( DUE TO 
lying couse last. {e) 
5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. Was Oee 
= 
& yesf—] not 
© 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Port II of item 18.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} {County) {Stote) 
8 Gikieee ae While Not while factory, street, office bldg., a ! 
= p.m. 19 Jot work [[) ot work 


21. | certify Hy. | attended the gesedsed from. , 19.4!that | last saw the deceased 


alive an_. EC _M, fram the causes and on the date stated above. 


{> es BI ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL ee ay “a 7, & 2 ‘ 
SIGNATURE. Ze : ag Dh 2a eee 


y, as 


PHYSICIAN’ nt 
NAME (tyme) Cains eS oe DO 
226. BURIAL, CREMATION, Zc. NAME OF CEMETERY OR CREMATORY 
OVAL Sper) 2) J 
meee AAA tk1e1 A 4 
4 y, RODRESS 24a, REC'D BY REGISTRAR 
} , 
Lead Z ga scul [ Ltdlan ptr, VY, gf |B 80 


2db. REGISTRAR’S SIGNATURE 


Onthun £ Kiaah 


7 


eS afer dealtnPaaesa 


iled in by the funeral director, 


Pages 1 and 2 should be fi 


urs after death. 


hysicion and campletely 


Then please remave corban papers. 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, 


ician. 


“ TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pi 


The law requires that the death certificate be executed within 24 


id by the haspital ar attending phys 


R ATTENDING PHYSICIAN 


e 


may be re 
page 3 shauld be detached far use as the burial-transit permit. 


TO HOSP!’ 


es 
aa 
Zp 
oo 
8 


4119 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


v4dG66 


1, PLACE OF DEATH 
0. COUNTY 


MARYLAND 


Allegany 


2. le eka {Where deceased lived. If institution: Residence before admission) 


o b. COUNTY 


Li 


b. CITY OR TOWN {IF outside corporote limits, write 
RURAL ond give neorest town) 


c. LENGTH OF STAY IN 1b 


Lifetime 


c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
4 


AX Frostburg, 


d, NAME OF HOSPITAL (If not in haspital, give street address) 


jd. STREET ADDRESS 


e. IS RESIDENCE 


OR INSTITUTION ON A FARM?, 
162 Maple MEL ise 
. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
te or Mae Wilson | =" 19 
S$. SEX 6. COLOR OR RACE | 7. B. DATE OF BIRTH 9. AGE (In yeors 
MARRIED oOo NEVER MARRIED o Test birth4oy) 
White —_|weoweoi _oworceo 1 Dth,1884) “75. 


10. USUAL OCCUPATION (Give kind of work dane! 
during most of wh life, even if retired) 


Housewi 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
Own housework 


Maryland 


13. FATHER'S NAME 
James Hanson 


14, MOTHER'S MAIDEN NAME 


Frances Du 


(Yes, no. oF unknown) 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT 


[nrevererw 213-09-657 1-4 


Address 


DUE TO 


330K 


Conditions, if ony, which 


18. CAUSE OF DEATH [Enter only one couse per Kap for (0), (b). ox 1c). ] 
PART I. DEATH WAS CAUSED BY: ad —_ 
IMMEDIATE CAUSE (a). of. 


gove rise to immediote 
couse (0), stoting the under. ( OUE TO 
lying couse lost. a 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) |19. Peon 


yes] NO 


20a. ACCIDENT WAS_UNDERLYING 1) 

OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, 
Hour 0. m. 
p.m. 


While Nat while 
D0 ot work 


MEDICAL CERTIFICATION, 


202. PLACE OF INJURY (Home, farm, | 20f, {City ar town) 
factory, street, office bldg., etc.] ! 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 18.) 


12. CITIZEN OF WHAT COUNTRY? 


J.Robt. Wilson,162 Maple St.F'bg.Md 


(County) 


Ro. SIGNATYRE 


2c. PHYSICIAN'S 
NAME (Type) 


ATTENDING MED. STAFF 
PHYS. DIRECTOR PHYS. 
22d. ADDRESS 


67.E._ Main St.,Frostburg, Md, 


230. BURIAL, cea 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
VAL ect! 
BurtsT” | 4-23-60 F'bg.Memorial Park Frost 
24. ag ee SIGNATURE ADDRESS ‘%Sa. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 
as af Frostburg, Md. DATE 5°60 atten £ Konus 


1Q 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 


v4G67 


’ 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 

FOR STATE 2 Reg. Dist. No. 
HEALTH DEPT. [Tntaceorpeatn & - 2. USUAL RESIDENCE (Where deceated lived. If institution: Retidence before odmission) 
es fh COUNTY Allegany feat, ||) SATE Me ».couny Allerany 
3” = 2 B. CITY OR TOWN it ete corporis, wrie FORA ¢. LENGTH OF STAY IN Tb |/”c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give neores! town) 
<7, Pre nearer! tow ‘ 
ES 5% tafe 30 Minutes |[WAWesternport 
2 cs — 
af se d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) / d. STREET ADDRESS e. Ape 
a ee 4 WeVae Paper Co, Mill de 97 Mai ves] NOR 
a ee : — = a = sere == 

3 3. NAME OF i Midd be 4. DATE M af 

= Se & DECEASED. First le “2 ost jonth fecr 
Pelee (Type or print) Robert Young Wilson DEATH April 140 
So a “4 5. SEX 6. COLOR OR RACE |7. MARRIED [2] NEVER MARRIED [[]| 8. DATE OF BIRTH 9. AGG cae IE UNDER 1YEAR| IF UNDER 24 HRS. 
to os t birthday} He lee 

abe Mele White __|wowet) —_oworceo O) | Aur 11,1889 fog a ee 

(aay 92 Te. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS ORINDUSTRY | 11. BIRTHPLACE (Stole or foreign country) N2. CITIZEN OF WHAT COUNTRY? 

ov o ‘* 
72S (ie during most of working life, even if retired} is od 4 

es Machinist Roundrv& Machine Westernport, Md. U.B.A. 

a wifi = = 

a 3 $* 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

i s 1 

fe 3g Robert Wilson Sarah Watson 

5 i3 TS, WAS DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address > kt 

rok a, Pa Sion 


fice slang with 


cate should be executed within 24 hours offer death. 


‘pending™ in pencl in tlem 18. 


rtificote, writing the word 


4 should be forwarded to the Chief Medico! Exominer’s 
TO FUNERAL DIRECTOR: Poge 3 should be used os 0 buriol-transit permit. File pag 


DICAL EXAMINER: This ce 


e! 


or its designoted agent, prior to buriol, cremotion, ar removol, ond in any 


TO DEPUT 
execule 


VS. AISME 
5M 2/57 


tt yes, give war or dates of service) 
no 


wee, Md 


22 -0/-7F §THUch Wilsoml: 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}. ond (¢).] 


PART 1. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (0) Coronary Ocecl 


INTERVAL BETWEEN 
ONSET AND DEATH 


Sudden _ 


ugsion 


Oo f DUE TO 
if ony, which 


Coronary Scleros 


gove to immediote couse wl 
{o), sloting the underlying{ OUE TO 
couse lost, a. {e). 


O 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY * 
( ——- a PERFORMED? 
3 ves] Nott 
& ]200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter notuce of injury in Port | or Port Il of item 18.) x 
& [PRIMARY D or CONTRIBUTING 
§ | CAUSE OF DEATH. 
5 [20c, TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20F, (City or town) (County) ~(Stotey 
8 Hour 9. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. wv ot work [} of work fl 
21. L certify thot | took chorge of the remains described above, held on Autopsy [_], Inspection [Z], Inquiry [%], and in my 


opinian deoth resulted fram: Natural causes iss Accident [7], 


. ry 0 Wi 
stim ecccalect! Selected! MJ 


EXAMINER'S * , 
NAME (Type) Benedict Sicitarelic, © 


Suicide [[], Homicide [[], Undetermined manner [[] 


DATE SIGNED 


p, CHIEF MEDICAL EXAMINER [1] 
ASSISTANT MEDICAL EXAMINER [1] 
DEPUTY MEDICAL EXAMINER EX fae hh 


Fo. BURIAL. CREMATION, |22b. DATE THEREOF Te. NAME QF CEMEF 
BENOVALHSPEM 3/6/60 


ERY OR CREMATORY 


oan 6 60 : 


MARYLAND STATE DEPARTMENT OF HEALTH “pnt 
v4G68 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4120 CERTIFICATE OF DEATH 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare odmissian) 


a. COUNTY ALLEGANY MARYLAND shi MARYLAND ® COUNTY ALLEGANY 


b. CITY OR TOWN (IF outside carporate limits, write fi LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside carporote limits, write RURAL and give nearest town) 


URAL on ear to ale 8 HRS. x FROSTBURG , RT. -. 


d. NAME OF HOSTET {If nat in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


MINERS HOSPITAL ves NOR. 


. NAME OF First Middle fast a Day Yeor 
DECEASED ol 


en SAMUEL WINEBRENNER 19_60 


5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|1F UNDER 24 HRS. 


lost birthday) Do. H Mi 
MALE | WHITE |wooweCK oworceoO | NOV. 17, 1880 | 79 ele 
10a. eee OCCUPATION (Give kind af work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
juring mast af warking life, a if retired) 
RETTRED MINE IRE CLAY MINES U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ISAAC WENEBRENNER MARGARET ANN CROWE 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, 90, or unknown) | (IF yer, give wor oF dotes of service) 


21: =10-9900 (RS. DOROTHY HOUSEL, R.D. 2, FROSTBURG 


INTERVAL BETWS§N MD 
ONSET AN, H 


, J after death. Page 4 


he attending physician and campletely filled in by the funerol director, 
Then please renfSygcorbon papers. 


, crematian, of remaval, and in any eve: 


Pages 1 and 2 shauld be filed with 


%2 haurs after death. 


PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE @) 
5B aS DUE TO 


condiiteashitcaty; ain 
gove rise ta immediate 
cause (a), stating the under- 
lying cause last. 

Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}|19. wins AUTOPSY 
yes] NO 


‘ansit permit. 


20a. ACCIDENT WAS UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | ar Part I! af item 18.) 
OR CONTRIBUTING C1] CAUSE OF DEATH : 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Haur a. m. While iar hile factary, street, office bldg., etc.) | 


p.m. jot work [-] at wark (J 


MEDICAL CERTIFICATION 


saw the deceased alive a 
22a, SIGNATURE 226, DATE 


ATTENDING MED STAFF IGNED 
S i oO -O 
FAVES MD. eae DIRECTOR PHYS x6 ie 
NAME (Type) W. O. McLANE, M. D. E. MAIN ST., FROS RG 


2a, BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City, tawn, or county) Md 
Johnson's Cemetery Garrett County, 
24, FUNER, ee 'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 5b. REGISTRAR'S SIGNATURE 


ae FROSTBURG, MD. Jos yyy a ‘60 | _ Chatter £. Hams 
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